Bt tacts case = É iba nitty eae 
it paces estes ZZ ada ri — 
f ¿ 
Q a a 
= = 
atl 
x aren 


| i pE 


MENTAL 
~ HYGIENE 


| Volume 46 1962 


Burea cf t 
! 951 _& Psl: Res 
GSoC. EU R ) 7: Bessarch 


Sees as... 


Published Quarterly by the 
National Association for Mental Health 
10 Columbus Circle, New York 1946.9" 


œ 


136 


137 


137 


138 


VOLUME FORTY.SIX, ae ONE January, 196. 
Articles 
3 
11 
20 in Sovi i : 
81 i 
41 ians: i i Š 
48 - i i 
59 $ ist” 4 
re Bs ONE. š: 
ve : scl 
78 z i 
of x : ; 
E os . Y. 
TA ; , 3 i 
107 “p. : i ; 
116 i iatri 5 
921 2 e ; iati 2 i 
i ; 
EE s AE: AEN. Š 
Book Reviews 


x 2 


How to act toward ales disturbed neighbors, “a, and relatives 
MATHEW ROSS 

Beyond the open door FRANK WINSTON 

Trends in Soviet psychiatry ALEX H. KAPLAN 

The outlook for mental health education HARRY MILT 

Young Indians: Some problems and issues of mental hygiene 
ELIZABETH E. HOYT 

Open-ward management of disturbed mental patients of both sexes 
MAGNO J. ORTEGA 

The dog as a “‘co-therapist BORIS M. LEVINSON 

Some factors in identifying and defining mental illness 

DAVID MECHANIC 


Are monthly meetings of chapters of the mental health association 
necessary? LOYD W. ROWLAND 


Some pre-World War II antecedents of community mental health theory 
and practice ASCANIO M. ROSSI 


MMPI changes following a course in mental hygiene 

FRANK KODMAN, JR., AND GORDON SEDLACEK 

The mature person G. T. BARRETT-LENNARD 

The inadequate chronic alcoholic personality EDWARD PODOLSKY 
Psychiatric aspects of police-ccommmunity relations CHESTER M. PIERCE 
Role reversal in geriatrics ARTHUR L. RAUTMAN 

Patient participation in a series of rehabilitation service meetings 
WILLIAM N. DEANE 


Sociodrama and group discussion with institutionalized delinquent 
adolescents WILSON A. HEAD 


Experimental psychology: A methodological approach 

F. J. MCGUIGAN Reviewed by Zygmunt A. Piotrowski 

Premarital sexual standards in America IRA L. REISS 

Reviewed by Arthur Lerner 

Epidemiologic methods BRIAN MAC MAHON, THOMAS F. PUGH AND 
JOHANNES IPSEN. Reviewed by Mabel Ross 

The crisis in psychiatry and religion — 0. HOBART MOWRER 
Reviewed by Robert A. Clark 


Dynamic psychiatry in simple terms, second edition 
ROBERT R. MEZER è Reviewed by Elvin V. Semrad 


140 


140 


14] 


141 


142 


144 


145 


146 


147 


150 


150 


151 


Seasons of the soul ARCHIBALD F. WARD, JR. 
Reviewed by Granville L. Jones 


The couch and the circle: A story of group psychotherapy 
HYMAN SPOTNITZ Reviewed by Henry P. Laughlin 


Early identification of emotionally handicapped children in school 
ELI M. BOWER Reviewed by Frederick H. Allen 


Aids to psychiatry W. S DAWSON AND E. W. ANDERSON 
Reviewed by Oscar E. Hubbard 


The social epidemiology of mental disorders E. GARTLY JACO 
Reviewed by Paul V. Lemkau 


The anatomy of psychotherapy: Systems of communication and expectation 
HENRY L. LENNARD AND ARNOLD BERNSTEIN 
Reviewed by Henriette Klein 


Essentials of family living RUTH M. HOEFLIN 
Reviewed by Bradley Buell 


Discussions on child development: The fourth meeting of the WHO 
study group on psychobiological development of the child: Geneva, 1956 
EDITED BY J. M. TANNER AND BARBEL INHELDER 

Reviewed by Dale Harris 


Suicide and the Danish national character ERIK SCHIØDT 
Translated by Magoroh Maruyama 


Tenderness and technique: Nursing values in transition 
GENEVIEVE ROGGE MEYER Reviewed by Granville L. Jones 
Sociological theory and mental disorder H. WARREN DUNHAM 
Reviewed by M. F. Nimkoff 


Recent advances in neurophysiological research. 
EDITED BY D. EWEN CAMERON AND MILTON GREENBLATT 
Reviewed by Stewart Wolf 


Notes and Comments 


VOLUME FORTY-SIX, NUMBER TWO April, 196. 


Articles 


163 Changes of emphasis and accomplishments in mental health work, 
1948—1960 E. E. KRAPF AND JOY MOSER 


192 The role of vocational rehabilitation in today’s state mental hospital 
HARVEY E. WOLFE 


199 A look at a Moscow mental hospital SHELDON G. WEEKS 


203 Professional training for the mental health field JOHN M. voNFELSINGER 
AND DONALD C. KLEIN 


218 The personality need structure of psychiatric attendants 
ALEXANDER TOLOR 


223 The functions of day-care for disturbed adolescents HAROLD W. PFAUTZ 
230 The dream comes of age KILTON STEWART 

238 Views of a mental hospital ROBERT SOMMER AND ROBERT DEWAR 

249 Metaphysical concerns and mental health JAMES A. KNIGHT 

256 Assessment of school phobia DONALD A. LETON 


265 A look at dentistry and psychological concepts 
LUCILLE HOLLANDER BLUM 


273 A new dimension for volunteers DONALD T. LEE 


283 Common record forms: A study of psychiatric agency co-operation 
RICHARD M. SILBERSTEIN AND WALLACE MANDELL 


288 The role of the psychiatric aide: A report on the Norristown seminar 
ALFRED E. GOLDMAN AND M. POWELL LAWTON 


Book Reviews 
299 The disease concept of alcoholism E. M. JELLINEK 
Reviewed by Harry M. Tiebout 


299 Progress in clinical psychology, Volume IV EDITED BY LAWRENCE E. ABT 
AND BERNARD F. RIESS Reviewed by Robert Stone 


301 Residential treatment for the disturbed child HERSCHEL ALT 
Reviewed by J. Franklin Robinson 


302 The divided self R. D. LAING Reviewed by Paul Haun 


303 A synopsis of contemporary psychiatry — GEORGE A. ULETT AND 
D. WELLS GOODRICH Reviewed by James L. Titchener 


304 The pathology of cerebral palsy ABRAHAM TOWBIN 
Reviewed by Leopold Liss 


305 Parents of the handicapped ALFRED H. KATZ 
Reviewed by Mrs. Fitzhugh W. Boggs 


305 


306 


307 


308 


309 


310 


311 


The manipulation of human behavior EDITED B. ALBERT D. BIDERMAN 
AND HERBERT ZIMMER Reviewed by Stewart Wolf 


Escape from authority: The perspectives of Erich Fromm 
JOHN H. SCHAAR Reviewed by James A. Knight 


Impressions of European psychiatry WALTER E. BARTON, 


MALCOLM J. FARRELL, FRANCES T. LENAHAN AND WILLIAM F. MC LAUGHLIN 
Reviewed by D. G. McKerracher 


Positive health of older people EDITED BY BETSY MARDEN SILVERMAN 
Reviewed by F. D. Zeman 

The adolescent society: The social life of the teenager and its impact on 
education JAMES S. COLEMAN Reviewed by Elizabeth S. Force 
Emotional maturity in love and marriage LUCY FREEMAN AND 
HAROLD GREENWALD Reviewed by Leon J. Saul 


Handbook of abnormal psychology H. J. EYSENCK 
Reviewed by Henry Brill 


Notes and Comments 


oe 


” 


L 
x 
x 


VOLUME FORTY-SIX, NUMBER THREE 


July, 196. 


Articles 


$21 


344 


393 


400 


408 


420 


427 


438 


448 


454 


Psychiatric clinic outpatients in the United States, 1959 
VIVIAN B. NORMAN, BEATRICE M. ROSEN AND ANITA K. BAHN 


Preparing public health nurses for mental health problems 
ESTHER D. SCHULZ AND DOROTHY BROWN 


Cultural considerations in the teaching of American psychiatry to the 
Chinese COL. RICHARD R. CAMERON AND 
LT. COL. FERNANDO G. TORGERSON 


Social life SIMON OLSHANSKY 


Returning mental patients to the community: An analysis of 
placement failures LESLIE NAVRAN 


Suicide: A cultural and semantic view WILLIAM H. URBAN 


The personal emergency advisory service ALLEN A, BARTHOLOMEW 
AND MARGARET F. KELLEY 


A systematic approach to mental health assessment and counseling 
DAVID S. SHAPIRO AND LEONARD T. MAHOLICK 


Community attitudes toward family care WILLIAM T. BOWEN AND 
GLORIA J. FISCHER 


Educative psychotherapy with student nurse classes: An investigation of 
socially shared conflicts and value distortions HERMAN P. GLADSTONE 


The effects of manifest anxiety on the academic achievement of college 
students CHARLES D. SPIELBERGER 


Personality changes among members of Alcoholics Anonymous 
FELIX COHEN 


Primary essentials for organizing and administering a successful 
institutional A.A. program ARTHUR F. CLAGETT 


Contributions of a nurse in an adult psychiatric clinic: An exploratory 
project JULES V. COLEMAN AND RHETAUGH DUMAS 


Changing trends in psychoanalytically oriented psychotherapy 
LAWRENCE L. LESHAN 


Book Reviews 


464 


465 


Reconstruction in religion: A symposium 
EDITED BY ALFRED E. KUENZLI 
Reviewed by the Rev. George C. Anderson | 


Teaching your child right from wrong DOROTHY K. WHYTE 
Reviewed by George H. Preston 


465 


466 


467 


467 


468 


469 


470 


471 


472 


473 


474 


Notes and Comments 


Lectures in experimental psychiatry EDITED BY HENRY W. BROSIN 
Reviewed by E. D. Witthower 


Hypnosis in treatment WILLIAM MOODIE 
Reviewed by Herbert Spiegel 


Traitor within: Our suicide problem EDWARD ROBB ELLIS AND 
GEORGE N. ALLEN Reviewed by Joseph Hirsh 


A guide for the evaluation of psychiatric nursing services 
JOHN V. GORTON Reviewed by Winona E. Darrah 


Emotional factors in public health nursing 
EDITED BY ABRAHAM B. ABRAMOVITZ Reviewed by Winona E. Darrah 


Exploring the base for family therapy: Papers from the M. Robert Gomberg 
Memorial Conference EDITED BY NATHAN W. ACKERMAN, FRANCES L. 
BEATMAN AND SANFORD N. SHERMAN Reviewed by Alice L. Voiland 


Causes of mental disorders: A review of epidemiological knowledge, 1959 
Proceedings of a round table held at Arden House, Harriman, N. Y, ` 
October 27 and 28, 1959 Reviewed by Kent A. Zimmerman 


Milestones to maturity HENRY BOWMAN, BERNICE M. MOORE, 
LOYD W. ROWLAND AND ROBERT L. SUTHERLAND 
Reviewed by Joseph Kadish 


Language and the discovery of reality JOSEPH CHURCH 
Reviewed by Jurgen Ruesch 


Group psychotherapy with children: The theory and practice of play 
therapy HAIM G. GINOTT Reviewed by Frederick H. Allen 


Individualizing instruction: The sixty-first yearbook of the National 
Society for the Study of Education EDITED BY NELSON B. HENRY 
Reviewed by W. Carson Ryan 


oes 


— 


VOLUME FORTY-SIX, NUMBER FOUR October, 196: 


Articles 


479 


486 


498 


510 


573 


580 


598 
610 


618 


626 


Psychological factors influencing food habits of the elderly 
MARION H. ZETTERSTROM 


Planning for early treatment psychiatric services 
WARREN T. VAUGHAN, JR., AND JOSEPH J. DOWNING 


Problems in administration and the establishment of community mental 


health services HERBERT DORKEN 

The distribution of mental disease according to religious affiliation in New 
York State, 1949-1951 BENJAMIN MALZBERG 

Goal-directedness: A practical goal for psychotherapy ARTHUR NIKELLY 
Job frustrations of executives in social service agencies NEIL R. SWEENEY 
Existential aspects of the vocational rehabilitation process SOL SIEGEL 


Wishes for life and death of some patients who attempted suicide 
PETER E. SIFNEOS AND WILLIAM F. MC COURT 


Norway’s activity programs in mental rehabilitation JOHN EISELE DAVIS 


Some observations on psychiatric consultation with nursery school teachers 
BEULAH PARKER 


A survey of mental disease in an urban population VI. An approach to 
total prevalence by age BENJAMIN PASAMANICK 


Member-employee program as means of rehabilitation 
F. J. BRADSHAW, JR. 


A preliminary investigation of leisure in psychiatric patients 
J. A. HARRINGTON AND K. W. CROSS 


Travel Service: A specific of Travelers Aid Society ELAINE MILLER 


Reading block and television apathy: An alarm for parents 
JOOST A. M. MEERLOO 


Conflicting values and the psychopathology of adolescence 
RAYMOND SOBEL 


Mental health programs in public health planning ARIE QUERIDO 


Book Reviews 


655 


656 


The drug experience: First-person accounts of addicts, writers, scientists 
and others EDITED BY DAVID EBIN 
Reviewed by David Abrahamsen 


Maori youth DAVID P. AUSUBEL 
Reviewed by Margaret Mead 


656 Migration and belonging: A study of mental health and personal adjust- 
ment in Israel A. A. WEINBERG 
Reviewed by Joost A. M. Meerloo 


657 Psychologist at large: An autobiography and selected essays 
EDWIN G. BORING 
Reviewed by E. K. Wickman 


658 Freeing intelligence through teaching a dialectic of the rational and the 
personal | GARDNER MURPHY 
Reviewed by W. Carson Ryan 


Notes and Comments 
Tables of Contents for Volume 46 (1962) 
Index for Volume 46 (1962) 


AVOLUME ied. NUMBER ONE January, 1962 


Articles 


136 
9137 


(187 


How to act toward emotionally disturbed neighbors, friends and relatives 
MATHEW ROSS 


Beyond the open door FRANK WINSTON 
Trends in Soviet psychiatry ALEX H. KAPLAN 
The outlook for mental health education HARRY MILT 


Young Indians: Some problems and issues of mental hygiene 
ELIZABETH E. HOYT 


Open-ward management of disturbed mental patients of both sexes 
MAGNO J. ORTEGA 


The dog as a “‘co-therapist”’ BORIS M. LEVINSON 


Some factors in identifying and defining mental illness 
DAVID MECHANIC 


Are monthly meetings of chapters of the mental health association 
necessary? LOYD W. ROWLAND 


Some pre-World War II antecedents of community mental health theory 
and practice ASCANIO M. ROSSI 


MMPI changes following a course in mental hygiene 
FRANK KODMAN, JR., AND GORDON SEDLACEK 


The mature person G. T. BARRETT-LENNARD 
The inadequate chronic alcoholic personality EDWARD PODOLSKY 
Psychiatric aspects of police-commmunity relations CHESTER M. PIERCE 


Role reversal in geriatrics ARTHUR L. RAUTMAN 


Patient participation in a series of rehabilitation service meetings 
WILLIAM N. DEANE 


Sociodrama and group discussion with institutionalized delinquent 
adolescents WILSON A. HEAD 


Book Reviews 


Experimental psychology: A methodological approach 
F. J. MC GUIGAN Reviewed by Zygmunt A. Piotrowski 


Premarital sexual standards in America IRA L. REISS 
Reviewed by Arthur Lerner 


Epidemiologic methods BRIAN MAC MAHON, THOMAS F. PUGH AND 
JOHANNES IPSEN Reviewed by Mabel Ross 

The crisis in psychiatry and religion O. HOBART MOWRER 
Reviewed by Robert A. Clark 

Dynamic psychiatry in simple terms, second edition 

ROBERT R. MEZER Reviewed by Elvin V. Semrad 


140 


140 


141 


141 


142 


144 


145 


146 


147 


150 


150 


151 


Notes and Comments 


Seasons of the soul ARCHIBALD F. WARD, JR. 
Reviewed by Granville L. Jones 


The couch and the circle: A story of group psychotherapy 
HYMAN SPOTNITZ Reviewed by Henry P. Laughlin 


Early identification of emotionally handicapped children in school 
ELI M. BOWER Reviewed by Frederick H. Allen i 


Aids to psychiatry W. S DAWSON AND E. W. ANDERSON 
Reviewed by Oscar E. Hubbard 


The social epidemiology of mental disorders E. GARTLY JACO 
Reviewed by Paul V. Lemkau 


The anatomy of psychotherapy: Systems of communication and expet 
HENRY L. LENNARD AND ARNOLD BERNSTEIN 
Reviewed by Henriette Klein 


Essentials of family living RUTH M. HOEFLIN 
Reviewed by Bradley Buell 


Discussions on child development: The fourth meeting of the W.H.( 
study group on psychobiological development of the child: Geneva 
EDITED BY J. M. TANNER AND BARBEL INHELDER 
Reviewed by Dale Harris 


Suicide and the Danish national character ERIK SCHIØDT 
Translated by Magoroh Maruyama 


Tenderness and technique: Nursing values in transition 
GENEVIEVE ROGGE MEYER è Reviewed by Granville L. Jones 
Sociological theory and mental disorder H. WARREN DUNHAM 
Reviewed by M. F. Nimkoff 


Recent advances in neurophysiological research. 
EDITED BY D. EWEN CAMERON AND MILTON GREENBLATT 
Reviewed by Stewart Wolf 


MATHEW ROSS, M.D. 


How to act toward emotionally 


disturbed neighbors, friends and relatives 


It is particularly gratifying to have the op- 
portunity to discuss the behavior of friends, 
relatives and neighbors toward an emotion- 
ally disturbed person, because this reflects 
the very salutary growing realization by the 
entire community that the help and support 
of all are needed. 

If we concentrate on but one vital aspect 
of this—the immediate family—we can 
keep our focus sharp and still enable less 
involved individuals and groups to see how 
their own contributions fit into the gen- 
eral pattern. 

In his recent annual message to the gov- 
ernor of Massachusetts, Dr. Harry Solomon, 
former president of the American Psychi- 
atric Association, said that not only did 
he and his staff deal annually with about 
6,000 newly mentally ill patients, but that 
they also met and talked with about 20,000 
agonized relatives and friends. And “‘agon- 
ized” is not too strong a word to apply to 
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the members of the family of a person who 
has been stricken by a severe mental ill- 
ness. 

Much of this heartbreak actually stems 
from misinformation, from shame, and 
from confusion. The family, terrified by 
the acuteness of the symptoms, which may 
vary from depression to hallucinations, fail 
to realize that their relative may not be 
totally ill. In this crisis, the patient is 
talking and acting, not out of the healthy 
part of his personality (the part which rec- 
ognizes his family, his wife, and knows his 
own name, where he lives, what he does 
for a living) but out of the sick part, that 
part of him which misinterprets reality. 


Dr. Ross is medical director of the American Psy- 
chiatric Association, Washington, D. C. 

This paper contains a number of ideas that he 
expressed at a meeting of the Michigan Society for 
Mental Health in Detroit in October, 1960. 
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For instance, when he hears a voice no- 
body else hears and he replies to it, small 
wonder that his family is frightened and 
wonders how to deal with the strangeness 
that has apparently taken over the loved 
one. 

Before trying to discuss the specifics of 
how best to deal with an emotionally dis- 
turbed person, it might be well for us to 
review briefly a likely sequence of events 
following the onset of the crisis. 

First there will be the attempt to arrive 
at a careful, professional diagnostic formu- 
lation. If the patient is very disturbed, 
it may be several days before this can be 
carried out, but until it has been com- 
pleted, the psychiatrist cannot extensively 
discuss any treatment plan, including the 
outlook, with the family. 

His explanation, when it can be given, 
will be as simple yet as thorough as possi- 
ble because physicians know that techni- 
calities, like all unknowns, can be frighten- 
ing because they are not completely under- 
stood, 

The jargon use of the word “manic,” 
implying simply “overexcited,” can be ter- 
rifying to an already distraught relative, 
who will consider “maniac” a “scare word!” 
The psychiatrist will give his impression 
succinctly because to tell nothing is also 
frightening. 

During this early period the family will 
be asked for a history of the patient’s ill- 
ness, of his former life, and of his family 
relationships. The patient will be asked 
to provide the same information. No two 
people see things exactly alike. The pa- 
tient, because of his illness, is apt to have 
some distorted ideas, and his relatives, be- 
cause of their own acute suffering, may 
have some distortions, too. But the psychia- 
trist, often with the assistance of the social 
worker, can come up with a fairly accurate 
picture of the family situation and of the 
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patient's life experiences through these two 
sources—the patient himself and his family, 

As I just mentioned, the co-operation of 
a patient, particularly when he is panicked 
by his own symptoms plus the terrifying 
edict that he is mentally ill, may be diffi 
cult to enlist in the early stages. He maj 
not recognize and may, therefore, refuse to 
admit his own illness, so that the family 
may be called upon for assistance. If they 
also refuse to accept this fact, the patient’ 
own denial is reinforced. 

Since recognition of illness is the first 
faltering step toward health, one can ut 
derstand the importance of the family’s 
honest acceptance of the fact that their 
relative is mentally ill; also the importance 
of the realization that this illness is in 
voluntary, not sinful; and that his “bad 
behavior” was caused by his illness, not by 
meanness. 

Once somebody the patient has long 
loved and trusted has the courage to fact 
the fact of this illness, he himself will come 
to accept it, in time. Because he wants 
to get well, he will then begin to co-oper 
ate with us, and then we can say that we 
have at least begun. | 

Sometimes the suggestion and prescrip: 
tion of hospitalization necessitates reassul 
ance that the family will be acting prop 
erly in agreeing to this. If he is already 
in the hospital, reassurance may be indi 
cated that he was not “railroaded” by 
“those people”—sometimes, alas, law em 
forcement officers, for dire purposes of thei! 
own—but that he is there for the medical 
treatment he needs, 

The family members are often surprised 
that we expect them to play such an active 
role in treatment. Nobody in this world 
lives in isolation; every person, sick or well, 
is part of a larger social unit—ideally, oi 
a family. Psychiatrists can no more 1 
their part without the co-operation of tf 
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patient and the help of the family than 
the family and patient can struggle along 
in this crisis without the benefit of the 
specialized knowledge and techniques of 
the psychiatric team. 

Both patient and family will learn that 
for all psychiatric illnesses, treatment re- 
quires these elements: the co-operation of 
the patient and his family and the profes- 
sional knowledge and techniques of the 
psychiatrist and his coprofessionals. Treat- 
ment, then, is something like a three-legged 
stool: if one leg breaks, down go the works. 

Sometimes when the patient has been 
hospitalized, the family experiences an 
enormous sense of relief which may last 
several days. Finally somebody has taken 
on the awful responsibility of dealing with 
this terrifying situation. 

The house settles down again; the chil- 
dren get off to school on time; somebody 
remembers to feed the cat; everybody can 
get a night's rest. This is not infrequently 
followed quickly by feelings of guilt—have 
they done right to send this family mem- 
ber to, say, the “state hospital?” Neigh- 
bors and well-meaning friends don’t always 
help. They will remember, and may re- 
mind the relative, of poor Cousin Mary 
who went there back in 1904 and died, 
still in the hospital, at the age of eighty- 
nine. 

Alternately, they may say, “Nonsense—all 
of it. Johnny could pull himself out of 
it if he tried. You're only being weak with 
him. One good talking to would solve 
the whole problem.” One wife, presum- 
ably seduced by such talk, reportedly 
marched into the hospital, and belabored 
her husband with an umbrella! One sug- 

gestion for the unfortunate family in a 
situation oÍ this sort is to avoid as much 
as possible any discussion of the patient 
and his illness, except with the members 
| of the psychiatric team. The professionals 
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will help them talk out their problems; 
the neighbors may only help them talk the 
problems up! 

This is the period in the illness when 
the family members need the most help 
and support from the psychiatrist, particu- 
larly, but also from other professionals. 
The best reassurance to them that they 
have done the right thing for their relative 
is the recognition that the psychiatrist is 
first of all a physician, a specialist, one who 
specializes in treating mental illnesses, just 
as other doctors specialize in treating ortho- 
pedic problems or obstetrical complica- 
tions. 

Families have to choose a physician in 
whom they can place their confidence; if 
they have severe doubts at the outset, it 
is far better for them to recognize these 
doubts and shift to another physician than 
to continue on with one about whom they 
have serious and overriding doubts and 
hesitations. They need to spend some time 
with this doctor, who may wish to indicate 
his recognition of the terrible disruption 
of their lives which this illness has caused, 
along with his sympathetic understanding. 

Families will also have many questions. 
They've read and they've been told that 
“mental illness is an illness like any other.” 
Misunderstandings sometimes are caused by 
this. Yes, mental illness is an illness, an 
illness as involuntary as measles or a broken 
leg, or jneumonia. The patient did not 
“catch it” to be mean, because he was 
“weak,” “sorry for himself,” or “outgrew 
his strength,” or overexerted himself. 
Apart from these two facts—that it is an 
illness and that it is involuntary—mental 
illness also differs from physical illness. 
One key difference is it tends to disturb 
and repel others rather than evoke their 
sympathy and desire to help. 

It differs in this way for instance: very 
often we recognize that it is present be- 
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cause, for example, of the individual's 
speech or behavior and not because there 
is a fever, or a disjointed limb, or spots. 
The way he talks or acts indicates to us 
that he is in some way crippled by fear 
perhaps; that he is having delusions, be- 
lieving things—which anybody's common 
sense, except his at the moment, tells him 
are not true—that he is having hallucina- 
tions, hearing voices and seeing things 
which are not there. 

It is hard for other people to avoid be- 
coming angry at this kind of thing. Yet 
ask yourself how would you feel if you 
were suddenly unable to trust the evidence 
of the eyes which have served you so well, 
of the ears which have reported so faith- 
fully all these years; if suddenly, two and 
two were no longer four? It has been said 
“The ultimate hell is disorder.” Surely 
this means mental disorder, which in es- 
sence signifies a man cannot trust the things 
he has lived by, the things he has taken 
for granted all his life. Right is left; black 
is white; love is hate; a rose is a hose is 
a nose. Small wonder then, that he is 
fearful, that he shows his fear through 
anger, rudeness, and sometimes open re- 
jection of his loved ones. Are they his 
loved ones any more? 

Relatives often feel not only shame, but 
guilt about the patient’s illness. While 
some of the popular magazine articles on 
the subject of mental health and mental 
illness are extremely sound and well-pre- 
sented, some do come back to haunt rela- 
tives, particularly parents, when mental ill- 
ness does strike in their family. “My son 
had to spend some months away from us 
in Florida because of asthma when he was 
about eight,” one mother reported. “Could 
this have done the damage?” 

A father tortured himself with the belief 
that had he not gone into the Army at the 
time of his son’s adolescence, the illness 
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might not have happened. And again, 
old sad question: “My aunt went insan 
Can it be inherited?” The most comfo 
ing answers to all these questions are 
true ones, properly presented. We do 
know all the answers yet. But we do know 
how to help. 

One might mention one comforting p 
dox about psychiatric illness: the mo 
sudden and acute the symptoms—in oth 
words, the more excited and irrational 
patient appears to be—the more likelih 
there is of early recovery. There are 
number of scientific reasons for this: 
simple one is that an acute crisis is moi 
apt to lead to immediate action eventuati 
in treatment than is a more subtly devel 
oping condition. As we all know, earl 
treatment is one key to success. 

Once family members have had a chan 
to talk out these very real problems wi 
the physician and have had the facts of th 
illness carefully explained, they will be 
more likely and better prepared to under 
stand and accept the core problem—to get 
the patient well. After they have beet 
able to isolate this essential task from the 
snarled confusion of hurt feelings, feat 
guilt, shame, or weariness, they will bë 
eager and willing to help us in our task. 

And now maybe we ought to begin tú 
consider our basic topic—the core problemi 
if you will: How to act toward emotionally 
disturbed neighbors, relatives and friends 
It seems to me that perhaps the best waj 
to view this problem is from the point 0 
view of what the patient needs. 

Although many of the things the patient! 
needs are really very simple, we know thal 
they can sometimes be very difficult fot 
people to give. But there is no one dls 
who can give these things: the natural fat 
ily love of wife and children, of parent 
and brothers and sisters, and the certaifl 
that home is constant, as constant as 40 


uman organization can be; that nobody is 
isurping the position in the family which 
elongs only to the patient himself; that 
t is there, waiting for his return. It is 
his sure knowledge which assists him as 
e works toward getting well again. 
Except perhaps during some periods, he 
eeds his family and friends to visit him 
ften while he is in the hospital. When 
hey do come, they will be prepared to 
ccept his “sick talk,” because they will 
Iready understand some of the reasons for 
t. Hopefully, they won't bring their prob- 
ems in with them; neither will they re- 
roach him, nor tell him how difficult life 
is for them. It is a great deal more diff- 
It for him right now. They will not be 
ismayed if he seems no better, or perhaps 
ven worse than before, for they will have 
een prepared to expect some ups and 
owns. 

They will report to the hospital staff 
nything which seems untoward. One pa- 
ient told his wife “I’ve got the most hor- 
ible itch. I suppose it’s just flea nerves!” 
ortunately, although she, too, thought it 
as imaginary, his wife did report this 
symptom to the nurse. It happened to be 
side effect of one of the tranquilizing 
drugs, and the dosage, of course, was re- 
vised accordingly. 


(The patient had mentioned this half- 
jokingly to his wife; his illness-distorted 
assumption was that the nurse would not 
believe a “crazy guy,” as he called himself, 
so he simply had not reported an important 
symptom.) 


Upon discharge of the patient, the fam- 
ily’s tasks, and often their problems, in- 
crease greatly. Nowadays we send patients 
home as soon as possible, sometimes on 
‘conditional discharge, often preceded by 
two or three trial visits. Thus, when the 
patient first comes home, he is, in reality, 
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still convalescent, and the relatives will 
have many problems to face before treat- 
ment is complete. 

When first discharged, the patient per- 
haps will be extremely insecure and un- 
certain. The very fact of his coming out 
of the protected environment of the hos- 
pital is a strain, for, after all, during his 
hospital stay, stresses and strains were more 
or less tailored to his degree of tolerance. 
During his first days at home, the family 
must do about the same thing. 

This is a phase of his illness in which 
his family plays a most important role. 
Since, to some extent, the patient's illness 
arose originally out of his inability to con- 
trol his thoughts, feelings, and patterns 
of reaction, he must be assisted to follow 
certain rules which he has learned are es- 
sential to his well-being. He has already 
acquired some insight into these needs. 
His family must share this insight. They 
must realize, as he does, that while the 
hospital treatment did relieve the disabling 
symptoms, it did not wholly cure his ill- 
ness. This is not to say that the illness is 
incurable. It is to say that it is not yet 
cured. 

It means that he is still somewhat vulner- 
able to a recurrence of his symptoms if he 
places undue stress upon himself, just as 
a heart patient would be vulnerable to 
symptoms were he to run upstairs three 
at a time. It is equally important for his 
family to realize this and to temper the 
stresses of everyday living, insofar as pos- 
sible, to his present condition. 

One of the things which the family may 
have to face is the unpredictability of his 
behavior. Here, indeed, is another of the 
major differences between mental and phy- 
sical illness. A broken leg mends within 
a foreseeable time; a pneumonia will clear 
up within a predictable period; only a brief 
convalescence is necessary after most ill- 
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nesses. Yet the former mental patient, one 
day seemingly sensible, contented, free from 
delusions, his old affectionate self, may in 
the very next hour be “talking sick” again, 
berating his wife for imaginary injuries, 
complaining that he is not getting justice 
at his work, that he is not having the suc- 
cess in life he deserves—even as you and I! 

All this has a nasty, familiar ring. The 
family heard it before in the acute phase 
of his illness, and now here it comes again, 
from somebody who is supposedly better! 
Hurt, bewildered, and discouraged, they 
are apt to take a “no-nonsense” line, engag- 
ing in intellectual arguments, sometimes 
extremely bitter, in an effort to “talk him 
back to common sense,” whereas a quietly 
spoken “Oh, Johnny, you know that isn’t 
really so” and a gentle change of subject 
or a later reference to the true facts will 
not only avoid bitterness and recrimina- 
tion but will also help the patient to ac- 
cept reality. It is no service, believe me, 
to agree with a patient’s delusions “for the 
sake of peace and quiet.” This is ultimate 
betrayal. 

A word of caution, however. Relatives, 
especially after spending much time with 
a delusional patient, come to disbelieve 
every word he says. This is unfair, and he 
will rightly resent it. The mother of a 
young man who had been suffering from 
severe delusions and hallucinations told 
me this: Late one night the young man 
awoke in a panic—he heard music. His 
mother came into his room and said “Let’s 
both listen.” Imagine her relief when she, 
too, heard music. It was a distant carillon, 
ringing midnight chimes. Several times the 
next day he challenged her—had she really 
heard music or did she say it to make him 
feel better? Steadily she reassured him, 
and she listened again with him the fol- 
lowing night. She believed that as a re- 
sult she was better able to help him deal 
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with real delusions because he had learned, 
not only that she would tell him the truth, 
but that she did believe him when he spoke 
the truth. 

Sometimes a patient will have other, and 
more hurtful delusions—delusions, for in- 
stance, that his wife is unfaithful to him. 
I need not describe to you how the wife 
will feel in this situation. Again, a steady 
reminder of their mutual love and their 
happy years together is the best thing she 
can offer. Heaven help us if she answers 
accusation with accusation, or reinforces 
the delusions by, for instance, flirting with 
another man. It has happened, and a fine 
mess it makes. 

Convalescence is an up-and-down matter 
—made up of peaks and valleys ea 
than a smooth, steady curve. Hence the 
need for “tempered stresses.” It would] 
manifestly be absurd to expect a pane 
convalescing from tuberculosis to do a full 
day’s physical work, to go out to parties 
every evening, and in other ways to over- 
exert himself. He must fit his life to his 
disability. Likewise, the former mental 
patient whose fatigue threshold is lower 
than that of other people may take all his, 
energy to do his job again; he will have 
little or no extra energy for an active social 
life. He needs regular hours of sleep and 
plenty of time to relax. 

Work, play, and sleep are three funda- 
mental activities of mankind, and the pa: 
tient and his family should plan to achieve, 
the desirable balance of this triad. Um 
derstanding friends can do much to support 
both family and former patient by realizing 
these limitations and by not urging unwise 
activities. | 

Are not we all pretty sensitive? We may 
be particularly so if we have been afflicted 
with a mental illness. These people must 
have honest encouragement, reassurance 
and approval. Indeed, who doesn’t? Bul 
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they seem to suffer more acutely than most 
of us. While they are so unsure of them- 
selves, is it any wonder that they are quite 
dependent upon others, often hesitating to 
accept very much responsibility? 

Yet the family may be encouraged by the 
knowledge that the personality, like the 
body, has a tremendous tendency toward 
health. If only, during the stressful days 
of early convalescence, while our patient 
is learning to pick up the threads of his 


‘life again, his family can avoid exposing 


him to unnecessary strains, and be tolerant 
of his sometimes panicky behavior in the 
face of unavoidable human accidents, his 
recovery will be greatly facilitated. 

An example comes to mind of a patient, 
recently discharged from a mental hospital, 
whose small daughter had a minor street 
accident. The father, panicking com- 
pletely, took to his bed. Fortunately his 
child was unharmed, but it was several days 
before he could even leave the house. His 
wife, in spite of her feelings, accepted the 
Situation, and after a time, the panic sub- 
sided, and the patient’s convalescence con- 
tinued. It might not have done so, how- 
ever, had his wife not insisted that he call 
his psychiatrist and discuss the episode with 
him. 

All of which brings me to another point: 
the former patient must be aware of his 
doctor’s continued availability in case of 
need. This medical contact should rarely 
be terminated without the psychiatrist’s 
concurrence, and family and friends do no 
Service by attempting to sever this relation- 
ship, on the grounds, for instance, that the 
patient will become too “dependent” upon 
his doctor. Let the doctor worry about 
this! 

By the same token, the psychiatrist is 
usually in a better position than is the 
family ultimately to decide whether or not 
4 patient’s desire for continued contact 
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should be gratified, even though the phy- 
sician may need to consult with the family 
on this score. If continued medical sup- 
port is recommended, the family and pa- 
tient had better be entirely satisfied with 
the chosen psychiatrist. 

As I mentioned earlier, it is most im- 
portant to start out with someone with 
whom one can really work and in whom 
one has real confidence. When you have 
it, follow his lead. He is not infallible, 
but he does have extensive professional 
knowledge of how to be helpful. 

As soon as the patient's condition war- 
rants, he will begin to resume the activities 
normal to his life—by going back to work 
or to school, or, if a housewife, by picking 
up the threads of the household once more. 
This is better than any “rest cure” once 
the patient is able to undertake the re- 
sponsibilities. He may not be able to work 
full-time at first, or it may not be desirable 
for him to undertake professional respon- 
sibilities to the same degree as before. The 
family, in such a case, may have to re- 
adjust its plan of living because of finan- 
cial restrictions. This is more realistic 
than urging the breadwinner beyond his 
capabilities and thus possibly inviting fur- 
ther difficulty. 

If the individual is to return to his 
former employment, it is often necessary 
for his employer to know the facts about 
his illness. This may be difficult for the 
patient, but it must be accepted. Occasion- 
ally the story will “leak” to his workmates, 
or the patient himself, in a disturbed mood, 
may think it has leaked and that “people 
are talking about him.” Maybe this is so. 
All the family can do is to counsel him to 
ignore any talk there may be, on the real- 
istic grounds that people have very short 
memories. 

Few people wish to be cruel, and often 
a simple statement of facts from the indi- 
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vidual himself, plus the information that 
the employer knows about his illness, will 
put a quietus on gossip. The former pa- 
tient, having faced it out, will be stronger, 
and may be surprised to find he has made 
not an enemy, but a friend and a supporter, 

Should the rest of the family and the 
neighbors know about his illness and hos- 
pitalization? By and large this is a per- 
sonal decision. In most families, it is well- 
nigh impossible to conceal facts from the 
relatives, and indeed it is probably foolish 
to try. But it is by no means necessary 
for the patient or his family to tell every- 
body every gory detail. His illness is, 
after all, an intimate part of his life and, 
like all intimate facts, needs only be shared 
with those deeply engaged in his affairs, 

Sometimes in our concern for the pa- 
tient, the family’s problems are overlooked, 
with the result that one or more members 
may develop overwhelming anxiety. This 
happened recently to the young wife of 
a man who was making a good recovery. 
During what would, in most cases, have 
been an ordinary family upset, she lost her 
temper completely and said a number of 
unforgivable things, finally ending with 
the statement that she was tired of living 
with a crazy guy. Cruel? Yes, but human. 

The husband's psychiatrist was able to 
help, explaining to him that the wife, too, 
had become disturbed. The husband, re- 
calling his own cruelties during his sick 
period, was able to forgive some of the 
accusations she had hurled at him, and 
persuaded her to get some psychiatric treat- 
ment from another physician. 

At last report, things were calming down, 
The husband, in spite of considerable ten- 
sion, managed to stay out of the hospital, 
to keep his job, and to ride out his wife’s 
problems along with his own. Much 
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agony could have been saved—and a grave 
risk averted—had the wife sought profes- 
sional treatment earlier, before she reached 
the breaking point. 

What have I really told you, I wonder, 
about how you should treat a disturbed 
relative or friend? Nothing, really, which 
your own hearts did not already know. 
What the individual needs is the quiet, 
steady belief of his family and friends that 
he is better, that he is getting better, and 
that ultimately he will be completely well. 

So much of what finally happens to the 
patient is not dependent upon what we 
actually say or do, but upon our unwitting 
communications to him—communications 
which take place between people all the 
time. How do you really know your 
Spouse loves you? Because he says so? 
No. Because of the deeper, mutual com- 
munication which exists between you. If 
in your heart and soul you really have 
hope and confidence in your loved one’s 


ability to move forward with your freely ` 


given support, he will know it, and this 
may swing the balance. 

I am a scientist, a physician, yet my per- 
sonal conviction, which I cannot scientifi- 
cally prove, is that probably more than 
any other single factor—scientific treatment, 
medicine, knowledge of psychoanalytic 
theory, whatever—the human virtues of 
love, belief, and hope are potent forces 
leading to recovery. Hope is never foolish, 


even in the midst of despair. For “Hope is ` 


the dream of a waking man” (Aristotle). 
A poet, as is so often the case, has epito- 
mized my thoughts, this way: 


“He drew a circle to shut me out— 
Heretic, rebel, a thing to flout. 

But love and I had the wit to win. 
We drew a circle which took him in.” 
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FRANK WINSTON, M.B.B.S. 


“Kind and conciliating treatment is the best means 
to promote recovery” 


William Tuke, 1732-1822. 
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TREATMENT—MORAL OR IMMORAL? 


In the year 1905 a sundial was erected at 
the Peoria, Ill., State Hospital with the fol- 
lowing inscription on its four sides: 


“Eight hours labour 
Non-imprisonment 
Non-resistance 
Non-restraint” 


These were the principles by which the 
Hee erintendent, Dr. George Anthony Zel- 
er, had transformed the hospital over three 
a ume. During this period “the grat- 
co bars were removed from the win- 
Bias doors, the restraining devices 
i ed, the seclusion rooms kept ajar 
ke and night, the doors of the cottages 

Pt open,” (16). 

Recently Dr. T. P. Rees made an elo- 
i ay Plea for a return to moral treatment 

a Psychiatry (18), quoting in support of his 
— “*gument Charles Dickens’ account of his 
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1842 visit to what is now the Boston State 
Hospital: 


“The State Hospital for the Insane is admirably 
conducted on those enlightened principles of con- 
ciliation and kindness, which 20 years ago would 
have been worse than heretical. . . .” 


“Every patient in this asylum sits down to dinner 
every day with a knife and fork and in the midst 
of them sits the gentleman (the superintendent). 
. + + At every meal, moral influence alone restrains 
the more violent among them from cutting the 
throats of the rest, but the effect of that influence 
is reduced to an absolute certainty and is found, 
even as a means of restraint to say nothing of it 
as a means of cure, a hundred times more effica- 
cious than all the strait waistcoasts, fetters and 
handcuffs that ignorance, prejudice and cruelty 
have manufactured since the creation of the 
world” (8). 


In the succeeding 100 years many of the 
principles of moral treatment appear to 


Dr. Winston is in the private practice of psychiatry 
in Madison, Wis. 
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have been forgotten. Irrespective of any 
new forms of therapy which may be dis- 
covered—be they physical, chemical or psy- 
chological—it should be remembered that 
the patient should at all times be treated 
with humanity and respect and that noth- 
ing should be done to him that might hu- 
miliate him in any way or that one might 
not wish to be done to oneself in like cir- 
cumstances. 

It is not my desire to enter into the re- 
straint-nonrestraint controversy, a full ac- 
count of which will be found in Deutsch’s 
book (7), except to state that mechanical 
restraint, seclusion and locked doors have 
no place in the treatment of the mentally 
ill. They are antitherapy. When used, 
they are employed for reasons other than 
for the benefit of the patient. These rea- 
sons are usually rationalizations to excuse 
the evasion of responsibility, 

As long ago as 1875 the Lancet, in a 
leading article, pointed out that “The utter 
futility and wantonness of the system of 
coercion whether by mechanical appliances, 
by seclusion, or by punishment has been so 
abundantly demonstrated that it is not only 
a mistake but culpable to return to these 
practices” (24). 

The middle of the nineteenth century 
Was a period of dawning enlightenment 
in the treatment of the mentally ill. It was 
the era of Charlesworth and Conolly on 
one side of the Atlantic, and Woodward 
and Kirkbride on the other. By the be- 
ginning of the twentieth century so much 
attention was being paid to the neuropath- 
ology, physiology, psychobiology, chemistry 
(and dynamics) of mental disease that the 
patient was likely to be forgotten (22, 23). 

Too much attention is paid to the hour’s 
interview with the doctor and too little to 
the other 23 hours. 

Physicians who would not dream of 
using mechanical restraints turn to seclu- 
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sion instead. Solitary confinement in pris- 
ons is rightly feared. It is a terrible pun- 
ishment. Why should we think it is any 
less terrifying to sick patients? 

The increasing use of tranquilizing drugs 
has introduced another form of restraint, 
but at least these drugs possess the virtue 
that they do not in themselves cause violent 
behavior and the desire to resist. Unfortu- 
nately tranquilizers are often used as a 
substitute for treatment. There is very 
little that can be done by sedative and tran- 
quilizing drugs in general ward manage- 
ment that cannot be accomplished by free- 
dom and occupation (17) and the use of 
well-trained personnel (12). Tranquilizers 
should not be used as a substitute for open 
doors. Nor should open doors be used as 
a substitute for active treatment, but only 
as a necessary adjunct (3). The following 
has a strangely familiar ring: 


“Whatever differences of opinion may exist in 
regard to the advantages gained by the intro- 
duction of new drugs, one thing is clear: that the 
employment and, let me add, the repose of pa- 
tients, well-ordered arrangements and the tact of 
the superintendent will oftentimes do more to 
reduce the amount of excitement and noise in an 
asylum than tons of chloral and bromide” (25). 


These words are from the Presidential 
Address delivered by Daniel Hack Tuke 
at the annual meeting of the Medico-Psy- 
chological Association held at University 
College, London, in August, 1881, and— 
with the substitution of barbiturates and 
chlorpromazine for chloral and bromide— 
might well have been written yesterday. 


MAXIMUM INSECURITY 


“The open door system. It is only of late years 
that the disuse of locked doors has been regarded 
as forming an important feature in the adminis- 
tration of an asylum. Detached houses or limited 
sections of the main buildings whose inmates 
include chiefly those patients requiring little 
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supervision, have long been conducted in some 
institutions without locked doors. But the general 
practice of all large asylums has been to keep the 
doors of the various wards strictly under lock and 
key.... It is year by year becoming more clearly 
recognized that many advantages result from the 
working of the open door system, and it has now 
been adopted to a greater or less extent in most 

of the Scotch asylums” (25). 

One might be excused for surmising that 
the above words were taken from a recent 
psychiatric journal article on the open door 
system. However, the use of the word 
asylum gives a clew to the fact that this is 
an extract from the Report of the Commis- 
sioners in Lunacy for Scotland published in 
1881. However, it is sobering to reflect 
that in the Lancet of November 6, 1954, (9) 
only one mental hospital in Scotland— 
Dingleton at Melrose—is listed as being 
entirely open and one other—The Crichton 
Royal at Dumfries—as being partially 
open. 

A correspondent (10) in the issue of No- 
vember 13, 1954, points out that in 1881 
Batty Tuke was able to boast that the doors 
of the Fife and Kinross Asylum had been 
Bren for 10 years as had the doors at Mid- 
lothian Lenzie and Saughton Asylums. 
What has happened in the meantime? 
Looking back to 1844 we find Lord Ash- 
y (25) Saying in an address to the Crown: 
ie not in any country in Eu- 
any > EA n any part of America, is there 
eoe : in which pauper lunatics are in 

uffering and degrading state as 


ia Her Majesty’s Kingdom of Scot- 


le 


« 


Obviously in the next 40 years dramatic 

e occurred, largely, if not solely, be- 
a pot the intervention of Miss Dorothea 

>A the American Invader” (25) who was 
Bik In 1855, in causing the ap- 
for a of the first Royal Commission 
= and to look into these conditions. 

ty Years! It is 80 years since the 1881 
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Report quoted above. Have we progressed 
so far? 

What do we mean by an open mental 
hospital? Exactly what we say—a mental 
hospital without any locked doors what- 
soever (except to drug cupboards, etc.) as 
one would find in any general hospital. In 
an open hospital patients are usually free 
to come and go as they please (2) if there 
are no medical indications to the con- 
trary. 

Occasionally patients are not encouraged 
to leave the ward without an escort (3), If 
it is required that a patient remain on the 
ward, he is asked to do so—not locked up. 
Rarely it may be necessary to assign a spe- 
cial nurse (or aide) to a patient. However, 
in answer to the argument that hospitals 
haven’t the necessary staff, it has been 
shown that the institution of an open ward 
policy so changes the manifestations of 
mental illness that the staff have actually 
less to do than before (26). A superintend- 
ent of a recently opened hospital stated at 
the 1956 meeting of the Royal Medico-Psy- 
chological Association: 


“The strain of nursing has been less since pa- 
tients have been removed from the wards for 
periods of the day. When they were massed to- 
gether in a locked room it was common for fights 
and window-smashing to occur, especially in bad 
weather. To return to closed wards would require 
more nurses than we have” (23). 


Too often, procedures are carried out 
merely because it is the habit to do it this 
way or that way, without necessarily know- 
ing or inquiring into the reasons for so do- 
ing. It is assumed that because it is usual 
to lock patients up, it is necessary. Some 
people would even say beneficial, argu- 
ing that the patient “needs protection.” 
But is it necessary? There is enough 
evidence now to show that the very dis- 
turbed behavior and desire to escape which 
keeps the doors locked is the result of those 
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doors being locked. In other words, vio- 
lence and the desire to escape are caused 
by confinement, the very confinement we 
feel it so urgent to impose (2). 

Writing in 1950, Cameron (4) states: 


“Because two to three per cent of patients may 
be actively suicidal, or the occasional patient may 
be noisy or violent, all the patients must be kept 
under lock and key; all the windows must be 
barred or otherwise protected, all the clothing 
and furnishings must be checked in a vain attempt 
to eliminate everything with which a patient 
might make a suicidal attempt. The whole de- 
partment moves in an atmosphere heavy with 
conspicuous and uneasy surveillance. Nothing 
could be less likely to persuade relatives and pa- 
tients alike of the necessity of seeking early treat- 
ment. Nothing could be less conducive to the 
restoration of the patient's confidence or offer him 
less fortunate facilities for the regaining of his 
skills in interpersonal relations. 

“The major result of setting up a psychiatric 
Section as an open one is the immediate and pro- 
found effect upon the staff-patient relations. 
These relations in an open hospital become 
greatly enriched and deepened. The staff meets 
the patient on a person-to-person basis and not 
as a semideprived citizen. Moreover, the staff is 
under continual stimulus to understand and help. 
The patient, too, not being deprived of his status 
as a citizen, has responsibilities in place of the 
doubtful privilege inherent in being directed and 
supervised. But the main emphasis is upon the 
great increase in the necessity for staff to concern 
itself with, to work upon, and to find solutions 
for, the things with which they are faced. You 


cannot just lock up your problem and go away 
and leave it.” 


Doctors differ. Cameron feels that the 
opening of the wards results in the im- 
provement of staff-patient relationships. 
Bell believes that staff-patient relation- 
ships must first be improved before the 
wards are opened. Which comes first, the 
chicken or the egg? Bell states: 


“The doors of a mental hospital cannot be just 
suddenly unlocked. Every endeavor must be made 
to improve the nurse-patient relationship . . . 
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another essential preliminary is the absolute pro- 
hibition of mechanical restraint, seclusion and 
tube feeding. These barbarities are degrading to 
the nurse and the doctor as well as to the patient. 
In my experience of over 22 years they are quite 
unnecessary and have never been used. . . . The 
ultimate fate of almost any patient under the 
locked door system is dementia . . .” (2). 


The Lancet, in a leading article (26), 
quotes Dr. Duncan MacMillan, superin- 
tendent of Mapperly Hospital, Notting- 
ham: 


“What is still regarded in most quarters as 
psychotic behavior is really the behavior of the 
individual suffering from mental illness who is 
also subjected to our man-made restrictions, dep- 
rivation of individual amenities, legal disabilities 
and prison conditions.” 


Bell points out that the so-called violent 
patients, the patients who are intent on 
escaping are made that way by the restric- 
tive environment of the closed ward. Rather 
than quote him on the subject let us look 
at what the Royal Commissioners in Lunacy 
for Scotland had to say in 1881: 


“It is not difficult to overestimate the extent 
to which a desire to escape affects the minds of 
patients in asylums. The number who form a 
definite purpose of this kind really constitute only 
a very small proportion of them. . . . It appeared 
further that the disuse of locked doors had an 
influence on some of the patients in diminishing 
the desire to escape. Under the system of locked 
doors, a patient with that desire was apt to allow 
his mind to be engrossed by the idea of watching 
for the opportunity of an open door. . . . The 
effect of the constantly open door upon such a 
patient was to deprive him of special chances of 
escape . . . so far as doors were to be considered, 
it was as easy to escape at one time as another; 
and it was found that the desire often became 
dormant and inoperative if not called into action 
by the stimulus of Special opportunity” (25). 


It is not proposed to submit any further 
arguments in favor of the open door sys 
tem; none are needed. However, one or 
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two arguments that are constantly put for- 
ward in opposition to the movement merit 
examination. 

The one most frequently heard is that 
public opinion is not educated enough; 
the movement will not be accepted by the 
community; one can do that sort of thing 
somewhere else but not here. Community 
resistance to open mental hospitals is 
greatly overestimated and in any case it 
is the apostolic function of the physician 
to mould public opinion. 

Another argument is that the nurses 
would not stand for it or are not ready for 
it. They are not ready for it because they 
have been trained to think otherwise. They 
Must be retrained and given full support 
from the physician at all times. Thresholds 
of symptom tolerance must be raised and 
authoritarian attitudes abandoned. Re- 
Sponsibility must be shouldered at the 
top (23). 

The open door system has long passed 
the stage of research and experimentation. 
It has reached the stage of implementation. 
There have been studies enough and for 
long enough (2, 4, 21, 23). If one is to be- 
lieve these studies, nothing but benefit can 
result, and the open door system is as pow- 
erful an instrument in the treatment of 
mental hospital patients as any drug. More 
Powerful in fact. Dr. Rees, from his ex- 
perience at Warlingham Park, asserts that 
the schizophrenic patient does not regress 
in an open ward with an adequate activ- 
ity program (15). Bell (2) confirms this. 

For an account of the difficulties in- 
volved and the methods used in completely 
Opening a large mental hospital the reader 
IS referred to Stern’s paper “Operation 
te (28), in which he deals quite 
et with the problems he came up 
oy and the ways he circumvented 


Beyond the open door 


WINSTON 


Bickford (3) points out that the open 
ward is no substitute for active treatment 
and patients should not be kept in bed or 
drugged for days on end because it is feared 
they might escape. He states: 


“Every advance may be the enemy of the next, 
and today there is a danger that open wards and 
voluntary patients will come to be regarded as an 
acceptable substitute for treatment. . . . To be 
confined to an unlocked ward is less repressive 
than to be confined to a locked one, but nobody 
should imagine that a patient is necessarily free 
just because his ward door is not locked. 

“The psychiatrist must be able to change his 
methods, for often a technique which produced 
initial improvement will need modification if it 
is to continue to give good results. The state- 
ment often made that lack of nurses is all that 
prevents a full and relatively free life for the 
patients of a mental hospital has been proved 
untrue by the fact that even when the total num- 
ber of female nurses of all grades on duty is 20 
or less, the same varied day goes on.” 1 


Open wards go with open minds and 
there are indeed closed wards in some hos- 
pitals which are more beneficial to the pa- 
tients than open wards in some other hos- 
pitals. But that is not to say that the 
former would not be even better if they 
were open or the latter any better if they 
were closed. 

It is not so much the open ward that 
matters but the attitude of mind that goes 
with it. When this attitude of mind is 
present in the administration it is no longer 
necessary to close the wards, but oddly 
enough, many remain closed simply because 
of tradition. Opening the wards helps to 
attain this attitude. Attaining this atti- 
tude helps to keep them open. What ex- 
actly constitutes this attitude will be dis- 
cussed in the next section. 


1 The term nurse here includes those known in the 
United States as aides. 
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THERAPY OR ANTITHERAPY? 
Unfortunately, practice in medicine often 
marches well behind theory, and this is 
particularly true in the treatment of psy- 
chiatric patients. There has recently [sic] 
been an increasing awareness of the impor- 
tance of environmental influences in the 
etiology of mental disorder, and environ- 
mental manipulation is beginning to play 
a greater part in the treatment of mental 
illness. 

However, it is not so widely realized 
that the environment in the hospital plays 
just as big a part in the illness of the hos- 
pitalized patient as does the environment 
in the outside world. 

It is perhaps fortunate that the human 
organism is fairly resilient, and the general 
tendency in mental disease is to improve 
in spite of the treatment, if not because 
of it. However, there is a limit to one’s 
adjustive capacity, and if the stress is great 
enough and prolonged enough, nature is 
unable to make the necessary responses, and 
the patient adjusts indeed, but at a wholly 
undesirable level. The “co-operative” pa- 
tient is not necessarily improving. 

In the treatment of mental disease we 
should be guided by two principles: 

1. Keep the patient out of hospital as 
long as possible. 

Dr. Rees (18) points out that: 

“With adequate psychiatric and nursing facili- 
ties within the community itself, it should be 
possible to deal at home or in outpatient clinics 
with a substantial number of patients who now 
have to be admitted to mental hospitals. In 
general, admission to mental hospitals would be 
for specific treatments which could not be given 
in the patient’s own home, and then for a limited 
period only.” 

2. If it should be necessary to admit 
him to hospital, then let the hospital en- 
vironment be of the lowest possible tox- 


icity. 
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When a patient is admitted to a general 
hospital, there is usually a triangular rela- 
tionship between doctor, nurse, and pa- 
tient which is highly representative of the 
parent-child relationship, a relationship in 
which there is a forced regression of the 
patient to a childhood dependency situa- 
tion. In the case of disease of predomi- 
nantly organic origin, no great harm is 
done, particularly as the patient generally 
does not stay in the hospital for a great 
length of time and, in any case, is generally 
capable of withstanding the trauma. 

However, while the treatment of the vast 
majority of mental patients in a general 
hospital setting presents no great diffi- 
culty (5, 13), certain modifications are nec- 
essary to prevent increasing regression in 
patients who are already emotionally re- 
gressed. 

While the general medical and surgical 
wards foster a dependent relationship, the 
psychiatric ward should, as far as possible, 
foster socialization, independence and self- 
reliance (27). No one will argue with the 
thesis that all patients should be treated 
courteously, with respect, and in a manner 
calculated to improve their condition. Let 
us take a look at what is actually done in 
practice. 

Most patients admitted to a mental hos- 
pital (and this applies equally to the psy- 
chiatric division of a general hospital) suf- 
fer from a severe depletion of ego strength 
—in other words, their self-concept. A lot 
is written about the cues that may be 
picked up, not from what the patient says, 
but from what he does (19). Rather less em- 
phasis is placed on the nonverbal cues the 
patient picks up from the hospital staff. 

Psychotherapy (or antitherapy) starts from 
the moment the patient arrives at the hos- 
pital—nay, it starts from the moment the 
idea of hospitalization is first broached to 


him. As will be seen below, its roots go 
back even further than that. 

I suppose there are very few doctors 
who would say to a patient, when he ar- 
rives at the hospital: “You are insane; you 
are not to be trusted; you are worthless 
and incapable of finding your way about 
without an escort; you cannot look after 
your belongings.” 

Yet when the patient arrives at the hos- 
pital, he is apt to be placed behind closed 
doors, have his money, jewelry, and false 
teeth taken from him and his matches are 
confiscated. If he has to see his doctor, he 
is taken there by a nurse or aide and col- 
lected again. He is herded down to meals 
under escort. This treatment may be 
vaguely appropriate in a very few cases, 
but that hardly justifies the general treat- 
ment of patients in a similar manner. Un- 
der such conditions the patient is apt to ad- 
just to this regime instead of getting bet- 
ter. Small wonder that he is thinking of 
getting out of the hospital almost before 
he gets in. 

It is often pointed out that patients 
must be locked up to prevent them from 
escaping. This may be so, but that is largely 
because they were unwilling to come in 
the first place to an institution where they 
are subjected to the indignities mentioned 
above. Should such restrictions be re- 
moved, there would be more willingness 
to seek treatment and less motivation for 
seeking to leave. 

Too much emphasis should not be placed 
on the seriousness of a patient leaving the 
hospital against the wishes of the adminis- 
tration. When this occurred at the Peoria 
State Hospital in 1905, Zeller sent “the 
Young librarian to the city to retrieve the 
culprit from the police. It was her custom 
to return the patient to the asylum on the 
Street car, and this served as an object les- 
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son to the police and public that even a 
young girl can handle a ‘madman’” (16). 

In regards to the needs of mental patients, 
I would like to quote from a paper by the 
late Dr. Lewis B. Hill (11). 

“A woman patient admitted to the hospital is 
ordinarily divested of clothes and jewelry. If 
we are to believe the advertisements, she is simul- 
taneously divested of dignity, personality and 
pride. . . . In spite of rage at their husbands, 
psychotic women are all too often preoccupied 
with fear of desertion and their suspicions that 
they are being railroaded into the hospital so that 
their husbands can seek another woman are con- 
firmed when the ring and their personal clothing 
are removed.” 


Too often there is an attempt to formu- 
late rules and regulations for the man- 
agement of patients, rules to which they 
must be fitted as into a Procrustean Bed. 
Too often the attempt is made to make the 
patient fit the rules rather than the rules 
fit the patient. Our policies, like those of 
insurance companies, should be adjusted to 
suit the needs of the individual. 

It may possibly be advisable on rare oc- 
casions to read a patient’s letters. However, 
I feel that generally it is an unnecessary 
invasion of his privacy and should only 
be done in exceptional circumstances with 
the express permission of the patient for 
his protection—and not as an aid to diag- 
nosis. 

Hospitals should be organized and con- 
structed to have a beneficial, not detri- 
mental, effect on the patient. The proposed 
Saskatchewan plan is a good example (20). 

It must never be forgotten that adminis- 
tration is therapy (1, 6). 

The ease of therapeutic administration 
is inversely proportional to the size of the 
hospital (14, 15, 18). 

Another aspect of the usual treatment 
of the mental patient is its effect on the 
staff. If staff undergoing training see that 


17 


patients are managed in this way—locked 
up, secluded, and deprived of elementary 
amenities—then perhaps they can be ex- 
cused for thinking that this must be neces- 
sary, because if not, why should anyone 
want to treat another human being in this 
way? And so the situation is perpetuated. 

One tends to believe in the things one 
is taught in the formative years—be it in 
life or in training. 

Zeller, when he was appointed to the 
Peoria State Hospital, had the advantage 
of having had no previous experience in 
mental hospital administration and was 
therefore kept free from the accepted prac- 
tices of the day (16). 

In closing I would like to quote once 
again from Dr. Bell: 

“I have no hesitation in saying that on 
opening the doors, one is not entering an 
era of more difficult administration; rather, 
one is sailing from the turbulent seas of 
strife, suspicion and distrust into the calm 
waters of friendliness, confidence and 
abounding hope for the future . . .” (2). 
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ALEX H. KAPLAN, M.D. 


Trends in Soviet psychiatry 


INTRODUCTION 

The current political, social and economic 
problems involving the United States and 
the Soviet Union emphasize the necessity 
for American scientists to be fully cogni- 
zant of all of the various aspects of the 
Soviet society. This involves a study of 
the political system, the prevailing cultural 
systems, the educational system, and the 
scientific pursuits—including the various 
medical specialties. 

One of the earlier efforts in this direc- 
tion on the part of the medical profession 
was the timely, useful and informative 
book Soviet Psychiatry, published by Jo- 
seph Wortis in 1950 (13). This book is a 
ee ee ee ees 
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detailed study of Soviet psychiatry as ob- 
tained from authoritative statements in 
Russian scientific literature, supplemented 
by whatever additional sources the author 
could find. 

In 1953, Dr. Wortis published an article 
dealing with more recent developments in 
Soviet psychiatry (12). He also plans to 
publish a revised version of his 1950 
book (9). 

Since the death of Stalin, an increasing 
number of scientists, physicians included, 
have visited the Soviet Union, and many 
articles have been written about Soviet 
medicine, including various phases of 
Soviet psychiatry. Two such articles, by 
Dr. J. L. Moreno(7) and Dr. Jules H. 
Masserman (6) appear in Volume 5 of 
Progress in Psychotherapy (6). 

I was a member of a group which spent 
three weeks in the Soviet Union in August, 
1959. Included in this group were four 
Psychiatrists and psychoanalysts, a psy- 
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chologist, two social workers, and a soci- 
ologist. Our specific intention was to at- 
tempt an evaluation of the trends in Soviet 
psychiatry. 

The itinerary was personally planned 
in accordance with the interests of the 
various members of the group. We visited 
Leningrad, Moscow, Stalingrad, Rostov, 
Socchi, Yalta, and Kiev. While we did 
not miss seeing the usual sights and talk- 
ing to many nonprofessional persons, more 
than 50 per cent of our time was spent 
Visiting schools, institutes of psychiatry, 
hospitals, and attending conferences with 
a variety of medical specialists. 

In general, we were free to go about as 
we wished, but we were not able to visit 
certain medical establishments. Specifi- 
cally we visited the Bechterev Institute 
and Hospital in Leningrad, the major in- 
Stitute of psychiatry in Moscow and its 
affiliated Kaschenko Hospital, sanitariums 
in Socchi and Yalta, the most famous 
Neurosurgical institute in the U.S.S.R. in 
Kiev, nurseries and kindergartens, and an 
agricultural biological school. In addi- 
tion, we had conferences with a professor 
of neurology in Kiev, a doctor from Minsk, 
a physician on a riverboat (the “Mayacov- 
sky”), and a medical librarian associated 
with the Neurosurgical Institute at Kiev. 


ote RELATIONSHIP OF SOVIET GOV- 
RNMENT PHILOSOPHY TO 
SOVIET PSYCHIATRY 


In the U.S.S.R., all of science and medicine, 
‘specially psychiatry, is influenced by the 
ideology of the Soviet society. In such a 
Society the individual is subordinate to 
the group and responsible to the collective. 
As a result of the belief that the Soviet 
aa places his interest in the entire col- 
es of the socialistic society above every- 
À ing else, individual differences are de- 
mphasized and psychological tests, so com- 
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monly administered in the United States, 
are rarely given in the Soviet Union. 

Soviet psychiatrists feel that the use of 
such tests overemphasizes the individual 
and accents the emotional disorder. They 
favor strengthening the group and mini- 
mizing individual differences. In addition, 
epidemiological studies are not emphasized 
and the use of statistics is decried. The 
political basis for the government markedly 
affects the theories of personality, since the 
major emphasis is on the predominance 
of the effect of the culture. It seems very 
clear that because of this bias, the Pavlo- 
vian theory has been accepted as the theo- 
retical basis for psychiatry and neurology. 
BRIEF HISTORICAL SURVEY 
The origin of Soviet psychiatry, in the nar- 
rower sense, goes back to Lenin, who, on 
July 11, 1918, founded the Public Com- 
misariat of Sanitation, with the object of 
giving free qualified mental aid to all 
citizens. Subsequently, the assimilation of 
the dialetic method based on principles laid 
down by Marx and Lenin was stated to be 
basic for the Soviet psychiatrist (4). 

While Bechterev, one of the most cele- 
brated nerve specialists of the twentieth 
century, laid the groundwork for much of 
what followed in neuropsychiatry, it is 
Pavlov who at the present time is men- 
tioned more specifically as the founder 
of the theories underlying present-day 
psychiatry. 

During the first period of his creative 
activity, Pavlov was awarded the 1904 
Nobel Prize because of his work in diges- 
tion physiology. Subsequently, he turned 
to neurophysiological and psychiatric prob- 
lems and continued to devote himself to 
these problems until he died February 27, 
1936, at the age of eighty-six. It was Pavlov 
who introduced the concept of higher nerv- 
ous activity carried out by the cortex and 
the adjacent subcortical formations (5). 
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According to Pavlov, the nervous system, 
in its entirety, participates in every asso- 
ciation of the organism with its individual 
organs and with the environment, both 
under normal and under pathological con- 
ditions, this being true of all diseases. 

He also differentiates between condi- 
tioned and unconditioned reflexes. Ac- 
cording to his theory, it is the subcortex 
which represents the source of energy for 
the entire nervous system, while the cortex 
plays the regulatory role of impeding or 
guiding this force. 

The entire activity of the nervous sys- 
tem is based on two processes: stimulation 
and inhibition. Two types of symptom 
groups can be distinguished in every dis- 
ease picture, a disease phenomenon which 
is conditioned directly by the damaging 
factor (infection, trauma or tumor), pro- 
ducing primary symptoms and symptoms 
which arise indirectly, not at the patho- 
logical focus but secondary to it. These 
are to be interpreted as defensive measures 
of the organism. Direct primary symp- 
toms should be fought, detoxified, and 
neutralized, whereas secondary symptoms 
should be supported and intensified. 

For these reasons, Pavlov insisted that 
the so-called environmental factors be 
given more consideration. For example, 
in some cases a patient may lose all of his 
symptoms immediately after entering a 
clinic. Even for the release of the patellar 
reflex the leg must be in a certain position 
(environmental factor). The mere fact 
that the reflex arc is intact is not sufficient 
for the successful carrying out of the spe- 
cific reflex action. 

If this line of reasoning is followed, the 
symptoms of psychoses and neuroses can 
be thought of as nothing more than condi- 
tioned reflexes developed through the in- 
fluences of the surroundings. If the sec- 
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ondary coincidental environmental factors 
are eliminated, it is possible that the dis- 
ease phenomena will be extinguished, re- 
gardless of primary symptoms. Following 
such medical interventions as operations 
or shock treatment, the patient, whenever 
possible, is placed in a new environment 
free of his former conflicts (5). 

In the treatment of schizophrenia, for 
example, attacking the central problem by 
detoxification of the patient is advocated, 
but the catatonia or paranoid symptoms 
would be guarded, since these are con- 
sidered necessary as defenses. Mania is 
characterized by an increased subcortical 
tone and stimulation irradiation into the 
cortex, whereas in depression the inhibi- 
tion floods the cortex from the subcortex. 
Schizophrenia is assumed to be char- 
acterized by a diversely spread, partial, pro- 
tective inhibition which leads to a descent 
of the individual to a lower ontogenetic 
stage. The variety of the schizophrenic 
symptoms depends on the localization or 
depth of the inhibition process. 

In 1950, the joint meeting of the 
Academy of Sciences and the Academy of 
Medical Science, allegedly summoned on 
Stalin’s initiative, developed into a demon- 
stration for Stalin and adjourned with a 
credo for I. P. Pavlov. It was following 
this meeting, and especially after another 
meeting in 1951, that all theory which did 
not conform to those of the orthdox Pavlov 
apostles was attacked. All the processes 
which take place within the body were to 
be interpreted as unconditioned, condi- 
tioned and interoceptive reflexes. Every- 
thing was bound to the cortex and sub- 
cortex. Thus, there were no longer to be 
diseases in which a disorder of the cortico- 
visceral relations was not considered sig- 
nificant (5), 

It was following this period that many 


Russian authors severely criticized Western 
medicine and psychiatry on the basis of 
their “imperialistic and reactionary” at- 
titudes. According to the official version, 
Pavlov’s doctrine, being based on the unity 
of matter and spirit, represents a biological 
scientific justification of the Marxist- 
Leninist consciousness doctrine. 

As a result of the appearance of the 
Pavlov monomania, all other theories, and 
particularly those of Western medicine, 
were rejected and, in some cases, heavily 
attacked. Dr. Bruno Lustig quotes from 
an article by V. F. Lekishvili, Moscow, in 
1953 in The Journal of Clinical Medicine: 
“It is understandable that reactionary for- 
eign medicines, fearing to be unmasked, 
sense the danger in Pavlov’s theories and 
have created the psychosomatic theory as a 
protection for imperialism. Although psy- 
chosomatic medicine deals with the unity, 
dynamics, determinisms, synthesis and sur- 
toundings, it undermines the idea of ma- 
terialism and attempts to apply psychol- 
ogy to everything” (5). 

i Freud’s basis for psychosomatic medicine 
is said to be wrong because his etiology 
is inspired by a variety of philosophers, 
including Kant and Plato, and Lekishvili 
18 quoted by Lustig to have stated: “Since 
Psychosomatic medicine is in the service of 
imperialism, it makes an effort to camou- 
flage the failure of the capitalistic regime 
and even wants to charge the guilt to the 
individual rather than to the exploiter in 
Cases of industrially caused traumas” (5). 

During the past three or four years it 
Seems as if Soviet psychiatry has gradually 
abandoned the self-sought isolation and 
marked compliance to Pavlov’s philosophy. 
ee frequently, one hears of individual 
on, Y apas being critical of Pav- 
Pee aa and in my own experience I 

eard people say that one must go 
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further than Pavlov in trying to under- 
stand the etiology and treatment of psy- 
chiatric disorders. 

In 1956, 20 well-known neurologists pro- 
posed “that the editors of journals publish 
papers other than the ones which conform 
to the viewpoints of the editors; that the 
editors criticize in the discussions only the 
paper and its content and not the per- 
sonality of the author; that journals 
should dispense with dogmatic phrases and 
not permit authors to be offended; and 
finally, to publish in addition to the critical 
remarks, the answers of the authors” (5). 


FIVE YEAR PLANS 


As in other fields of technology, there have 
been five-year plans in psychiatry. For ex- 
ample, in 1955 or 1956 psychiatrists were 
urged to study schizophrenia, neuro-infec- 
tions, cerebral vascular diseases, and prob- 
lems concerning organization. 

Included in the plans of certain of the 
institutes of psychiatry that we visited were 
the study of epilepsy and alcoholism as 
well as child psychiatry. While the for- 
mation of a neurological and psychiatric 
five-year plan may seem strange to us, if 
we follow the course of the Soviet medical 
development it may be that such centrally 
conducted activities of important and topi- 
cal problems have many positive values. 
It is evident that the preference given to 
certain fields for propaganda purposes 
leads to a certain one-sidedness of the 
subjects published; therefore, many areas 
of psychiatry seem to be neglected for the 
special ones contained in the various plans. 


INCIDENCE OF MENTAL ILLNESS 


As far as I could tell, no significant epi- 
demiological studies have been made in the 
U.S.S.R. However, psychiatrists through- 
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out the Soviet Union continually faced our 
group with the basic claim that they had 
many fewer mentally ill individuals than 
did the United States. While many of 
the psychiatrists denied the existence of 
adequate statistics, there are articles pub- 
lished in the U.S.S.R. and abstracted in 
New Research in Soviet Psychiatry Osteu- 
ropa Inst. which do give some figures (4). 

The major statistics I could find are 
based on the number of mental beds as 
compared to the population. As far as I 
could tell, the Russians claim that they 
have approximately 120,000 mental beds. 
This is a ratio of 0.6 beds per 1,000 popu- 
lation. One doctor in Kiev thought that 
one bed per 1,000 population might be all 
that they conceivable would need. This 
would ideally mean an increase in number 
of their mental beds to 200,000. 

According to the figures provided by the 
National Institutes of Health in Wash- 
ington, the United States has approxi- 
mately 732,000 mental beds, which is some 
58 per cent of all hospital beds (3). Mental 
beds in Russia are said to be only 10 per 
cent of their total beds. 

Basing his statistical data from 193 psy- 
chiatric institutions scattered over the 
Soviet Union, Dr. Rapaport, a Russian 
psychiatrist, stated that there were 99,248 
patients in hospitals on January 1, 1955, 
and 115,974 patients hospitalized on De- 
cember 31, 1955. This is approximately 
one-sixth of the total number of patients 
hospitalized in the U.S.A. 

According to Rapaport, the incidence 
of mental illness in the Soviet Union has 
decreased 27.7 per cent in the decade 1940- 
1950, and for the following five years there 
was a further decrease of 10 to 12 per 
cent (4). This seemed to be true even for 
those mental illnesses in which we feel 
heredity plays such an important role. 

Other statistics are even more contrast- 


24 


ing. The Russians have only 5,000 psy- 
chiatrists compared to our 10,000. They 
insist they do not need more. However, 
the ratio of psychiatrists to patients in Rus- 
sian mental hospitals is 1 to 25, while the 
corresponding over-all ratio in the United 
States is 1 to more than 200 (at the St. 
Louis State Hospital the ratio is 1 to 76), 
The ratio of other personnel to patients 
is even more startling in favor of the Rus- 
sians. Ten per cent of the Russian psy- 
chiatrists (mainly men) are in research, 
hold higher degrees and are paid two to 
four times more than those psychiatrists 
giving clinical service (mainly women). 
Three institutes of psychiatry are lo- 
cated in Moscow, and one each in Lenin- 
grad, Kharkhov, Tiflis and Odessa. 
are 82 chairs of psychiatry in the various 
schools and institutes. The training of the 
average psychiatrist is below the level of 
that in the United States. It includes 


10 years of primary school, 5 years of a med- x 
ical institute, and one year of practical 


training leading to the degree of doctor 
of medicine. “Those doing teaching and 
research hold degrees which are equivalent 
to our master and doctoral degrees, com- 


parable to our degree of Diplomate in | 


Psychiatry. 

In 1958, Dr. Nicolai Graschchenkov, pro- 
fessor of neurology, was reported by Adlai 
Stevenson (10) to have explained the low 
incidence of mental disorders in the Rus- 


sian army by the fact that the Russian | 


soldiers were united in the simple common 
purpose of building up the Soviet Union. 

Russians stress the importance of pre- 
ventative medicine to detect physical and 
mental diseases in the very early stages. 
Over 20 million people are examined once 
a year. Other factors contributing to the 
low incidence of mental illness are said to 
be the slower tempo of life (owing to lack 
of competition), the fact that individuals 
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have fewer decisions to make, and the 
group life which involves the mental and 
emotional therapy of the sharing of one 
another’s problems and affairs, traditional 
in the villages of Russia. 

However, there seems to be a great deal 
of competition in the Russian life, espe- 
cially in terms of their need to catch up 
with America, but the doctors explained to 
Stevenson that no one can ever get to rock 
bottom; those who want to compete can, 
but those who are not fitted to, need not; 
also they need not have any fears of eco- 
nomic survival, since everyone who can 
work has a job. It seems quite obvious 
that the people of Russia have a great deal 
of security even though they may not have 
the type of freedom which is part of our 
everyday experience (10). 


RESEARCH 


Psychological research is mainly neuro- 
physiological and psychoneurological in 
type but of high quality. The laboratories 
are highly staffed and have good equip- 
Ment and sufficient funds. At least this 
seems to be true in the large centers and 
the major institutes we visited. 

Soviet scientists are very well-informed 
about English and other foreign literature. 
Many scientists read English, although few 
speak it. Seventy per cent of the children 
now take English as their compulsory sec- 
ond language from the fourth grade on. 
Their excellent knowledge of our scientific 
literature was a source of embarrassment 
for us, since few of our group knew the 
names of even the most famous psychia- 
tists in the U.S.S.R. and had never seen 
a Russian psychiatric journal. 

Teamwork among scientists with differ- 
ent training was excellent. A neuro- 
Surgical institute in Kiev had physiologists, 
p nit, neurologists, psychiatrists, psy- 

ogists, and many other professionals, 
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including a medical librarian who spends 
50 per cent of his time abstracting the 
neurosurgical literature published in the 
English language. 

Research emphasis is on the building up 
of the basic medical science. The weakness 
of research in the U.S.S.R. seems to be in 
the lack of good experimental design and 
statistical studies. No one seemed inter- 
ested in genetics, and motivational studies 
are not well-advanced. In addition, many 
of the research studies are based on theoret- 
ical dicta which are so far unproved. 


TREATMENT PROCEDURES 


In line with the Pavlovian theory, a change 
in environment is one of the most com- 
monly used methods of therapy. More 
neurotics, for example, are found in hos- 
pitals than in the United States and more 
use is made of sanitoriums (health resorts) 
where “nervous problems” are sent away 
from the family for a 21-day rest period. 

Therapy in psychoses is usually directed 
to the primary noxious cause, generally 
considered to be some form of autointoxi- 
cation. The secondary symptoms, like 
catatonia, paranoid symptoms, depression 
or mania, are generally supported by sleep 
therapy and drugs. 

Sleep therapy induced by drugs is used, 
but in many hospitals in the Soviet Union 
electrical sleep therapy is the favorite. Con- 
ditioned sleep therapy has also been tried 
but apparently not found too successful. 
The electrical method consists of sending 
a galvanic current through the head. This 
causes the patient to go to sleep in 15 
minutes and to stay asleep for four to five 
hours. In two hospitals that we visited, 
practically every patient on the ward was 
asleep. I learned that other physicians 
who visited, at other times of the day also 
found the patients asleep. 

Work therapy is far more advanced than 
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our own occupational therapy. A mentally 
ill worker draws a disability pension for as 
long as he is unable to work, and his 
family is cared for while he is ill. Empha- 
sis on work is one of the most important 
and constructive factors in treatment in 
both the inpatient and outpatient units. 
Workshops constitute complete industrial 
production units where patients not only 
get full training but receive full industry 
scale pay for their work. Not only does 
this encourage them to get well, but ap- 
parently when they leave the hospitals they 
are better able to support themselves and 
their families than they were when they 
entered. 

Even if the discharged patient is not 
entirely well, it costs the state less to keep 
them at home and to receive treatment in 
an outpatient unit than to maintain them 
in an inpatient unit. There are large 
numbers of outpatient clinics for adults 
and children. Hospitals only care for 
acutely ill patients. Patients are discharged 
very early to outpatient clinics. If patients 
are considered chronically ill, they are re- 
ferred to “chronic colonies” in the coun- 
try. Small hospitals are associated with 
these colonies, which, unfortunately, we 
could not get permission to visit. 

Lobotomies are illegal in the Soviet 
Union. While electric shock and insulin 
are given, they are used sparingly as com- 
pared to the U.S.A. Tranquilizers are now 
competing with the various forms of shock 
and sleep therapy. The Soviet Union has 
only a small number of such tranquilizing 
drugs as phenothiazine, aminazin (mega- 
phen), as well as reserpine and chlorpro- 
mazine in general usage. 

Psychotherapy varies with each physi- 
cian and specific locality. Psychiatrists in 
Moscow and Leningrad are highly sophisti- 
cated and compare with the very best we 
have in the United States. Group therapy 
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is now being used, but from what we can 
tell it was started only a few years ago. 
In Moscow we were told that psychia- 
trists used a form of rational psychoanalysis 
which means investigating the symptoms 
from a psychological point of view. This 
type of psychotherapy also looks into the 
association between the symptoms and the 
patient’s life conditions, such as his pro- 
fession or his family. 

There is no acceptance of psychoanalysis, 
although reasons for this vary from the 
point of view that Freudian psychology is 
capitalistic, imperialistic and fascistic, to 
another which purports that psychoanalysis 
places too much emphasis on sex. From 
what I can tell, psychotherapy tends to be 
of the supportive type, and no one we spoke 
to seemed to have any real understanding 
of the concept of intensive psychotherapy. 


TYPICAL PSYCHIATRIC SYNDROMES 
Schizophrenia 


The incidence of schizophrenia in the 
Soviet Union is 25 to 28 per cent of all 
mental admissions (similar to statistics in 
in the United States). Heredity, as an etio- 
logical cause, is considered but not empha- 
sized, although from what I can gather it 
is now being emphasized more than it was 
during the period of Stalin. The doctors 
indicated that they think heredity is im- 
portant, but they do not believe in it 
“fatalistically.” Although schizophrenics 
comprise 25 per cent of first admissions, 
at the end of a year they make up 35 per 
cent of the population of hospitals, and at 
the end of five or six years, 50 to 60 per 
cent of the hospital census. 

In 1955, Soviet pathologists met and 
concluded that there was no definite evi- 
dence of any brain pathology to account 
for schizophrenia. In general, the Russians 
feel that there is some form of auto-intoxi- 


cation present which might be the cause 
of schizophrenia. At present they are 


' looking for the cause in nitrogen blood 


fractions. Treatment consists of hospitali- 
zation, sedatives, sleep and work therapy, 
with supportive psychotherapy. 


Manic-depressive psychosis 


While in 1918 10 to 15 per cent of pa- 
tients admitted to the hospitals were diag- 
nosed as manic-depressives, at the present 
time they number fewer than one per cent. 
The reasons for this marked decrease are 
unclear to the Soviet psychiatrists. How- 
ever, this particular psychosis apparently 
is not being studied very widely in the 
Soviet Union because it is not part of their 
five-or six-year plan. 

Some doctors feel that manic-depressive 
Psychosis results from a disturbance of car- 
bohydrate and phosphate metabolism. 
This direction of study has long since been 
Blven up in the United States. Treatment 
is nonspecific, with hospitalization, tran- 
quilizers, sleep and work therapy the main 
ingredients. 


Alcoholism 


Alcoholism still remains an important 
Social and psychiatric problem in the 
USSR. There apparently is a great deal 
of heavy drinking, although the doctors 
Would not talk much about this social 
problem, 

In 1953, statistics indicated that 14.3 per 
Cent of all admissions to mental hospitals 
Were illnesses caused by alcoholism. At the 
Present time the admission rate varies be- 
tween 9 and 15 per cent (4). For the U.S.A. 

€ Percentage is between 3 and 4. 

Og figures do not allow us to gen- 
a about the prevalence of alcoholics 
. © total population of the Soviet 


nio; i seus š 
n, since no such statistics are avail- 
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able. However, it is still a major health 
problem, although it is claimed that the 
situation is slowly improving, along with 
other psychosocial disorders. 

Conditioned reflex therapy is used, as 
well as apomorphine and Tetraethyl- 
thiuram disulphide (Disulfiram, “Anta- 
buse”). Group therapy and some indi- 
vidual psychotherapy, as described above, 
are also used. Lately the government has 
become very strict with the alcoholic, and 
a law was passed recently making it pos- 
sible for police to pick up alcoholics and 
to have them committed immediately. 


Neuroses 


The incidence of hospital admissions of 
the neuroses in the Soviet Union ranges 
from 7.5 to 20 per cent (4). For the U.S.A. 
the percentage is 5.1. Neuroses are mainly 
thought to be caused by psychogenic 
factors. The diagnoses used are neuro- 
sthenia, psychasthenia, hysteria, and com- 
pulsive types. ‘Treatment is active, with 
the use of change of environment, mas- 
sage, exercise, drugs, some supportive 
therapy, and the active use of sanatoriums. 
A greater percentage of the hospitalized pa- 
tients in the U.S.S.R. are neurotic, as com- 
pared to the U.S.A. However, these sta- 
tistics are unclear. How Pavlov’s theories 
are used in the treatment of neuroses were 
never clarified. 


Delinquency and sociopathic 
personality disturbances 

Delinquents are said to be present in 
very small numbers. However, sociopaths 
have an admission incidence of 13 per 
cent (4). The U.S.A. percentage is 11. 
There is a famous institute for criminal 
psychiatry in Moscow which has 200 
patients, including 15 women. The Insti- 
tute carries out expert examinations for 
the court and gives treatment. 
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Whenever the medico-legal experts say 
the cause of criminal act is medical, the 
doctors take over. A great deal of teach- 
ing is carried out in this Institute, which 
has 42 qualified psychiatrists and 20 other 
specialists. A discussion of types of 
criminals reveals little specific differences 
from those in the western world (8). 


Oligophrenias (mental retardation) 


The concept of cerebral degeneration in 
the oligophrenias is rejected by most Soviet 
physicians. While progressive impairment 
from generation to generation is said to 
occur, the impairment is thought to be due 
to injurious agents (alcohol, syphilis) which 
affect both the parents and the offspring. 
“Heredity-degenerations, reported by bour- 
geois workers do not exist” (4). 

Dementia is said to come from exoge- 
nous lesions, and microcephaly is thought to 
be a cerebral inhibition fixed at the stage 
at which it became affected by the noxious 
agent. Considerable research is being 
carried out with blind, deaf, retarded chil- 
dren, and those with speech defects. Re- 
tarded children, one per cent of the school 
population, are in special schools, with phy- 
sicians in attendance. 


Child psychiatry 

Neurotic and psychotic children who need 
hospital care are seen in inpatient and out- 
patient clinics. Some neurotic children go 
to sanatoriums (hospital schools under the 
control of the educational authorities). The 
average stay in such sanatoriums is three 
months. The inpatient clinics primarily 
take medical cases, while the sanatoriums 
take “asthenic” children with problems of 
Management or personality disturbances at- 
tributed to disorders of higher neryous 
activity (our behavior and neurotic dis- 
orders). 
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The nurseries and kindergartens we visi- 
ted were well-staffed and well-equipped, 
with adequate programs. Children from 
21% months to 7 years spend 12 hours, 5 to 
6 days per week in such places. The edu- 
cators insisted that training in the schools 
is superior to home training. All the 
nurseries and kindergartens have doctors 
and nurses in attendance each day. 

The educators we spoke to denied the 
existence of problem children in their 
schools, but in Moscow there are more hos- 
pital beds for emotionally disturbed chil- 
dren than in London. However, these 
children’s hospitals admit patients with or- 
ganic disturbances as well as those with 
emotional problems. 

Children are referred for hospital treat- 
ment more readily in the U.S.S.R. than in 
the U.S.A. Active treatments, including 
special diets, massage, pharmacological 
measures, sleep therapy, physiotherapy and 
psychotherapy are given to those with emo- 
tional disorders (11). 


SUMMARY AND CONCLUSIONS 


Regardless of theoretical differences in the 
field of psychiatry, Russian mental hospitals 
appear to be more fully staffed than those 
in the United States, and the treatment 
given involves a great deal of personal in- 
teraction with the patients—massage, urging 
them to work, medication, or encourage- 
ment in sports. 

There are apparently one-fifth as many 
inpatient beds in the U.S.S.R. as in the 
U.S.A., but there are many more outpatient 
clinics, sanatoriums and the like for the 
treatment of the mentally ill. I feel that 
this trend may also be prominent in the 
future development of psychiatry in the 
U.S.A. Ten per cent of all graduating 
physicians, including psychiatrists, teach 
and carry out research, a fact which augurs 
well for the future of medicine and psy 


chiatry in the U.S.S.R. Status and salary 
of research workers is higher than that of 
the clinical profession. 

While we may question Russian statistics 
or the lack of them, I feel that we must 
pay serious attention to their statements 
_ concerning their lower incidence and prev- 
alence of mental illness. Russians empha- 
size the importance of their new society 
With its major security for all people; and 
it is necessary for us to evaluate the effect 
of such environmental forces on the prev- 
alence of mental illness. 

The recent study of the mentally ill of 
the Hutterite group in the U.S.A. (1) demon- 
strated that the character of that particular 
culture, which had a strong taboo against 
Overt physical aggression and physical vio- 
lence, resulted in an increase in the num- 
ber of manic depressive patients as com- 
pared to other sections of the country. At 
the same time, there was no evidence of any 
delinquency, alcoholism and syphilis of 
the central nervous system. 

What forces may be operating in the 
USSR. to produce reductions in mental 
illness are not clear. Erich Fromm (2) 
; Speaks of the individual’s fear of freedom to 
face the world of reality, with the resultant 
earch for a leader who can formulate spe- 
= goals so that life could be made less 
| ning To some People, a dictator- 

May be less frustrating, even more sup- 
Portive than a democracy. 
en ert us are looking for security in our 
= ure, whether it be in religion, de- 
y, Material wealth or other goals. 
ee of 5-, 7- or ten-year plans in 
ua aoe not be underestimated. 
Reatly all ¢ et in the future is held by 
encours a People there, and these plans 
tage such faith. 
209 site Soviet government claims that 
: eee ans are atheistic, there is a 
1p of persons and future goals. 
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Life is very difficult in the U.S.S.R. It is 
still a dictatorship with its attendant ten- 
sions of censorship and private misery, but 
the standards of living are rapidly being 
improved. At present, life in the U.S.S.R. 
may be compared to the period of the siege 
of Great Britain and the Second World 
War in the U.S.A. when the admission inci- 
dence of mental illness decreased. For the 
past several years the incidence of mental 
illness in the U.S.A. has also shown a small 
but significant drop. 

However, these statistics cannot, at this 
time, tell us very much about the effect of 
the efforts being made both in the U.S.S.R. 
and the U.S.A. on the actual decreased prev- 
alence of mental illness in both countries. 
Such prevalence studies as those reported by 
Eaton and Weil (1) need to be carried out 
on a larger scale in both countries before 
a conclusion can be reached as to the change 
in the prevalence of mental illness. 

Criticisms of the Russians’ scientific abil- 
ity on the bases of such outward appear- 
ances as dowdy clothes or few consumer 
goods is unwarranted, for the Soviets’ abil- 
ity in the development of basic heavy in- 
dustries has already been demonstrated. 

There is less illiteracy, and there are pro- 
portionately more doctors, more teachers 
and more research personnel. At present, 
in fact, there seems to be a problem of over- 
literacy, with fewer people available for 
strict labor work. In this connection, 
women are given concessions to do laboring 
work and students spend two years out of 
primary school to add to the labor force. 

It is extremely important for us to pay 
serious attention to what is going on in 
the Soviet Union. We should know as 
much about their work as they do about 
ours. Certainly our medical schools should 
have one or more scientific translators of 
Russian periodicals. We should be able 
to scan their neuropsychiatric journals as 
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easily as they do ours. And above all, as 
psychiatrists, we must examine the factor 
of environment and culture as assiduously 
as we have studied the factors of heredity 
and constitution. 
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The outlook for mental 


During the summer of 1960, a popular mag- 
azine with a very large circulation under- 
took to evaluate the educational program 
of the National Association for Mental 
Health and its affiliates. The magazine 
article accused us, in effect, of trying to 
drive the American people sane by separat- 
ing them, against their will, from their 
anxieties and tensions. 
i We Americans, the article intimated, just 
cn, want to achieve a state of emotional 
al ility because this might make us devi- 
A In a milieu in which abnormality is 
en The theme of the article seemed 
ental health educator, go home! 
É may be miserable, but we love it.” 
om a we can dismiss the article itself, 
bas ot dismiss some of the very funda- 
Be a questions it raises, questions which 
Teal concern to those of us who are 


health education 


engaged in any kind of mental health edu- 
cation, and particularly those of us who 
are engaged in so-called “education for 
mental health.” 

At this point we should explain a very 
useful categorical distinction which was 
originally created by Dr. Nina Ridenour 
when she was educational director of the 
National Association for Mental Health 
and which has been used ever since as a 
guide throughout the mental health field. 

This distinction separates “education 
about mental illness” and “education for 
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mental health.” In the first class would be 
education concerned with the nature of 
mental illness, the facilities for treatment, 
prevention and research, and the dire in- 
adequacy of these facilities and the per- 
sonnel to man them. The second category 
would include two subdivisions: education 
for prevention, that is education designed 
to eliminate factors which contribute to 
mental illness; and education for positive 
mental health, or education oriented to- 
ward higher development of one’s poten- 
tial. 

In the remainder of this discussion we 
shall be referring only to “education about 
mental illness” and “education for mental 
health,” without further reference to the 
subclassifications in the second category. 

While there has been little controversy 
concerning education about mental illness, 
there has been considerable controversy 
concerning “education for mental health.” 
About this kind of education, the question 
is repeatedly raised: “Does this kind of edu- 
cation really prevent mental illness, and 
does it really improve mental health?” 
There are many of us who would answer 
both these questions in the affirmative— 
but do we have any proof? And if we do 
not have any proof, should we continue to 
do this kind of educating? 

These are very, very important questions, 
because there is a tremendous amount of 
mental health education being carried on 
today by mental health associations and 
other related organizations, and through 
every medium of communication—televi- 
sion, radio, newspapers, magazines, films, 
theatre, leaflets, exhibits, lectures, institutes, 
conferences. There is hardly a magazine 
issue—and that includes all major national 
magazines—which does not carry a piece 


ss 
1 Mental Health is 1, 2, 3 (New York: The National 
Association for Mental Health, 1951). 
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of mental health education, good, bad or 
indifferent. The same is true of the news- 
papers, in syndicated columns, in local col- 
umns, in feature stories, even in the comics 
and so on and so on. 

Now, we in the mental health associa- 
tions are not responsible for all or most of 
this outside education or so-called educa- 
tion. We are responsible, directly, only for 
that which we publish, produce or in any 
other way make public under our own 
sponsorship. But we know very well that 
we are regarded as the authorities, and very 
often we will find our literature, or 
speeches, or statements adapted or repro- 
duced in whole or in part in the mass 
media, reaching tens of millions of people. 

Therefore, it is very much our respon- 
sibility that we be as certain as we possibly 
can be about our own educational activi- 
ties and that we examine and assess, with 
a critical and objective eye, even the dear- 
est of our own educational efforts, 

I think we can start our inquiry by ex- 
amining one item which has been used by 
every single mental health association in 
the United States and which is still being 
used widely today—the leaflet, Mental 
Health is 1, 2,32 In the past 10 years we 
have printed over 10 million copies of this 
leaflet, and these have been distributed 
through NAMH state and local affiliates, 
through schools, family agencies, P.T.A. 
groups, hospitals, clinics, guidance services, 
and many other organizations. 

What is the aim of this leaflet? What is 
it supposed to achieve? In describing the 
attributes of a mentally healthy person, the 
leaflet hopes to provide the reader with a 
clearer understanding of what it means to 
be mentally healthy, and in some way to 
help him strive for better mental health for 
himself and others. Yet, I very much doubt 
whether there exists one single shred of 
positive proof that this leaflet has achieved 
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this result for a single person. That does 
not mean that we know it has not, but we 
“certainly can not prove that it has. 

Take another item of this so-called edu- 
tation for mental health—the booklet How 
to Deal With Your Temnsions2 To date, 

re than 1,500,000 of these booklets have 
been distributed—about 1,000,000 on the 
fequest of individuals who saw or heard 

‘offers of the booklet in advertisements; the 
other half-million, through distribution by 
NAMH state and local affiliates and other 
organizations. We have at the National 
Headquarters of the NAMH dozens of testi- 
Monials from individuals who have read 
the booklet, and from professional people 
and institutions and organizations that dis- 

tributed it, testimonials about how valu- 

able this booklet is, and how useful. These 
are testimonials—but they are not positive 
proof, 

And we can apply the same test and ask 
the same question about other educational 
tems which have been distributed in the 
Aggregate millions—Eating Problems of 

Children® and Special Problems of Chil- 

dren,4 and the Temperate Zone playlets,® 

and the life adjustment booklet for teen- 
a peels middle-aged people, 

E. 4 € and others; and all the other 
| she which have, over the years, made up 
Standard battery of “Education for 

| ‘nial Health,” including, of course, the 


Vari ; eae i 
Ous seminars and institutes and dis- 
Cussion grou 


Others, 


a is no doubt about the fact that 
aS a reputable and reliable, compe- 
ee an Judicious professional people be- 
-i ee educational materials and 
JIN oral Processes do help people to 
of Aen etter adjustment, to be relieved 
sa Stress and conflict, to develop a 
understanding of themselves and 

ers, and through that understanding a 
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better control of destructive and unhealthy 
behavior. But, belief is not proof, and 
faith is not proof, and conviction is not 
proof. 

The only positive and convincing proof 
is proof by controlled research, and in the 
field of education for positive mental 
health, this is just about nonexistent. 

Now then, let us turn from this category 
of education to the other main category— 
“education about mental illness.” 

Included in this class, would be such 
items as our fact sheet—Facts About Mental 
Illness ® or our leaflet, Twelve Facts About 
Mental Illness 7—items which simply pro- 
vide statistical information and which do 
very little editorializing. 

While we are at it, however, I think we 
might as well settle the issue quickly about 
the difference between “information” and 
“education.” Those who hold a strict and 
doctrinaire view on this subject say some- 
thing like this: “The purpose of informa- 
tion is just to inform, to provide data. The 
purpose of education is to bring about 
changes in attitude and behavior.” 

Now, there is just no such thing as 
sterile data or information which does not 


2 How to Deal with Your Tensions (New York: The 
National Association for Mental Health, 1960). 

3 Eating Problems of Children: A Guide for Parents 
(New York: The National Association for Mental 
Health, 1951). 

4Some Special Problems of Children: Aged 2 to 5 
Years (New York: The National Association for 
Mental Health in association with The New York 
State Association for Mental Health, 1947). 

5 Sterling, Nora, Scattered Showers; Fresh, Variable 
Winds; and High Pressure Area. ‘Temperate Zone 
playlet series. American Theatre Wing Community 
plays (New York: The National Association for 
Mental Health). 

6 Facts About Mental Illness (New York: The Na- 
tional Association for Mental Health, revised an- 
nually.) 

712 Facts About Mental Illness (New York: The 
National Association for Mental Health, 1961). 
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bring about some change in attitude and 
behavior, even the unemotional multipli- 
cation tables. And this would certainly be 
so in the case of information about health 
and disease. 

For example, the statement “17 million 
Americans are suffering from some mental 
disorder requiring psychiatric treatment” 
may sound like a cold, hard, unemotional 
piece of data. Yet we know that it is 
packed with emotional potential, and 
frankly, we intended it that way. We are 
not just interested in telling the public 
about the number of sick people there are; 
we tell them this in order to achieve a 
change in attitude and behavior, to reduce 
apathy, and indifference, and to stimulate 
concern and action. 

But, to go on with our main thesis. We 
were outlining different kinds of education 
about mental illness, with the idea of ex- 
amining them. 

Some items, as we have said, do little 
more than give information. Others, how- 
ever, not only give the facts, but draw a 
moral and make suggestions on action. 


8 The Key, produced by The National Association 
for Mental Health. 

9 Stirling, Nora and Nina Ridenour, Ph.D., My 
Name is Legion (New York: The National Associa- 
tion for Mental Health). 

10 Stern, Edith M., Mental Illness: A Guide for the 
Family (New York: The National Association for 
Mental Health, 1957). 

11 Matthews, Robert A. and Loyd W. Rowland, 
How To Recognize and Handle Abnormal People 
(New York: The National Association for Mental 
Health, Revised edition 1960). 

12 Booked for Safekeeping, produced jointly by the 
Louisiana Association for Mental Health and the 
National Institute of Mental Health, 1960. 

13 Stirling, Nora, Return to Thine Own House. 
An American Theatre Wing Community play. (New 
York: The National Association for Mental Health). 
14 Bitter Welcome, produced by the Mental Health 
Film Board. 
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These would be items like our editorials, 
radio spots, TV spots, film trailers, car 
cards, outdoor ads, window posters, and 
films like The Key® and plays like My 
Name Is Legion.® These describe the vast 
problem of mental illness and the dire 
plight of the mentally ill, and they seek 
to inspire concern, interest and sympathy 
and, of course, action. They all carry a 
tag line saying in effect: “Here's what you, 
the citizen, can do to correct this situation.” 
These are concerned with the social prob- 
lem of mental illness, which affects every- 
one. 

Then there is another kind of education 
concerned with mental illness as an im- 
mediate personal or family problem, or as 
a problem experienced by different com- 
munity and professional groups in dealing 
with mentally sick people. The purpose 
of this kind of education is to reduce fear, 
increase understanding, promote sympathy, 
reduce antagonism, and to encourage peo 
ple to seek help early for themselves, of 
relatives or others for whom they have re 
sponsibility, 

Examples would be Edith Stern’s book 
Mental Illness: A Guide for the Family; 1 
Loyd Rowland’s and the late Robert 
Matthews’ book How to Recognize and 
Handle Abnormal People, and his film 
Booked for Safekeeping}? both aimed 
at police officers; the play about returned 
ex-patients, Return To Thine Own 
House, and the film about the same sub- 
ject, Bitter Welcome. There are several 
other kinds of education about mental ill- 
ness, but those we have listed will be ade 
quate for the purposes of our present dis 
cussion. 

In general, education about mental ill 
ness has won much greater acceptability in 
recent years, and it is considered by many 
leaders in psychiatry, mental health, psy 
chology, and education to be more appro 


priate for mental health associations than 
education for mental health.” 
In fact, the book Mental Health Educa- 
jon: A Critique, the 1960 report of the 
nell Assembly on Mental Health Edu- 
‘tation, repeatedly makes the point, that 
since there is no positive proof to support 
the belief that education for mental health 
‘does any good, it would be better for men- 
tal health associations to stick to education 
about mental illness. 
; The same point is made with even greater 
insistence in Action for Mental Health, 
the final report of the Joint Commission 
on Mental Illness and Health. 
| Both of these documents argue, too, that 
for reasons of urgency (the extent of the 
problem of mental illness and the critical 
situation of millions of mentally sick peo- 
Ple resulting from inadequacy of person- 
“nel, facilities and research) mental health 
associations should concentrate their edu- 
cational programs on education about men- 
tal illness and that they should play down 
and give less time and attention to “educa- 
_ tion for mental health.” 
Before going on, I would like to point 
out that the Education Committee and the 
ee Relations Committee of the Na- 
tonal Association for Mental Health are 
n accord with this view, and that, as a 
Es. D one this has been NAMH policy 
ce since 1954 or 1955. The very 
Breat bulk oÍ educational and information 
+ a guidance emanating from the 
a eadquarters of the NAMH since 
as related primarily to mental illness, 


an 
ey a very small percentage to mental 


B 9 
i ut now, to go back to our job of assess- 


Inge : : ; 

; ps aion about mental illness, just as 
ave assessed i 

health, education for mental 


zÉ : : 
4 Sa first piece of education about mental 
S issued by the citizens’ mental health 
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movement was Clifford Beers’ book The 
Mind That Found Itself.17 Much more re- 
cently, there have been other books which 
have exposed the miserable conditions of 
the mentally ill and which have made an 
appeal to the public to do something about 
this situation. I have in mind the late 
Albert Deutsch’s book The Shame of the 
States 18 and Mike Gorman’s Every Other 
Bed.19 

Now then, there isn’t a person, including 
myself, who has any doubt about the fact 
that these books did achieve their educa- 
tional purposes: that is, to inform and 
arouse the public. Every single one of us 
is certain of this, but is there a person any- 
where in the United States who can prove 
it—by controlled research—the very same 
criterion which critics so readily apply to 
education about mental health? 

And lest anyone think I am partisan, 
I shall ask the same question and give the 
same answer about our film The Key °° and 
about the CBS production Out of Dark- 
ness?! of three or four years ago, and 
Journey to the Day,?? the CBS Playhouse 90 


15 Mental Health Education: A Critique (Philadel- 
phia: Pennsylvania Mental Health, Inc., 1960). 

16 Joint Commission on Mental Illness and Health, 
Action for Mental Health (New York: Basic Books, 
Inc., 1961). 

17 Beers, Clifford W., A Mind That Found Itself 
(New York: Doubleday & Co., Inc. Latest reprint- 
ing, with additions, 1956). 

18 Deutsch, Albert, The Shame of the States (New 
York: Harcourt Brace & Co., Inc., 1948). 

19 Gorman, Mike, Every Other Bed (New York: 
World Publishing Co., 1956). 

20 Op. cit. 

21 Out of Darkness, produced by the Columbia 
Broadcasting System in co-operation with The Na- 
tional Association for Mental Health and the Amer- 
ican Psychiatric Association. 

22 Journey to the Day, produced by the Columbia 
Broadcasting System in co-operation with The Na- 
tional Association for Mental Health and the Amer- 
ican Psychiatric Association, 1960. 
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production of a year ago, in both of which 
we had a hand. I will ask the same ques- 
tion: Can anybody prove they had any 
effect—research proof, I mean—and the 
answer will have to be “no.” 

Many of our NAMH state associations 
boast proudly about the part they played 
in bringing about the enactment of legis- 
lation to improve and expand mental hos- 
pital facilities, to create community facili- 
ties, to modernize and humanize commit- 
ment procedures—and others. They all 
claim that their campaigns of public edu- 
cation had an effect, but can anyone prove 
it? 

The NAMH National Headquarters 
claims that its campaign of intensive public 
education these past six years—through 
television, radio, magazines, press, outdoor 
advertising, and so on, supplemented by 
similar activities carried on by our state 
and local affiliates—is directly and pri- 
marily responsible for the very noticeable 
change in public attitudes about mental 
illness and the mentally ill during the past 
six years. But can anybody prove it? I 
know I cannot. 

I belabor this point deliberately, not be- 
cause I personally do not think that edu- 
cation for mental illness works—I am, as 
a matter of fact ready to recite empirical 
evidence that it does work—but I belabor 
it out of my own personal feeling that 
many of those who are critical of education 
for mental health are unjustly critical and 
are unwilling to apply to education about 
mental illness the same acid test to which 
they subject education for mental health. 

While it is true that we do not have any 
research proof at all about the effectiveness 
of any of the different kinds of education 
about mental illness, we do have empirical 
evidence, and I think we may as well resign 
ourselves to the fact that, even for practical 
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reasons alone, it is well nigh impossible to 
get utterly conclusive proof about almost 
any kind of education—for mental health 
or about mental illness. 

To set up a meaningful research test for? 
even the very simplest education device 
would involve taking into consideration 
and controlling so very many different vari- 
ables that you would very quickly find 
yourself, not with one simple experiment, 
but with a complex battery of research 
projects. And then, we are, all of us, 
quite aware of the complications you get 
into when you try to establish reliable 
measures of long-term changes in attitudes 
and behavior, either inside or outside 4 
laboratory situation. 

Perhaps someday, someone will be able 
to simplify these research processes—and 
perhaps someday, someone will invent a r 
search device which will give us an answ 
in 1961 about a sampling taking in 196], 
and not, as has been the case, tell us in 
1960 what public attitudes about mental 
illness were in 1954. 

Until then, we are going to have to g0 
on assumptions. Knowing that programs 
of public education have been carried on 
intensively and extensively over a period 
of years, and knowing that, concomitantly, 
changes have taken place in public attitudes 
and performance, we have a right to assume 
that the education had something to do 
with causing the changes. If, however, you 
are not satisfied with concomitance and in- 
sist on proof of causality, all I can say i 
look at the difficult job the cancer peoph 
are having in trying to prove that cigarett 
smoking causes cancer—and with all those; 
corpses as evidence, too. 

But if empirical evidence is enough, then, 
let me cite you some evidence of this kind: 

Hospitals, mental health associations, an: 
family agencies report that there has been 


ñ improvement in the attitudes of rela- 
toward their mentally sick family 


Bond issues for mental hospital facilities 
won by smashing majorities in state 
after state in popular electoral referendums. 
An Elmo Roper poll taken two years ago 
howed that the public is willing to be 
d for mental hospitals, even ahead of 
‘Social security, unemployment benefits, 
j tal service, police protection and other 
Similar public services. 

Mental Health Week Operation Friend- 
ip projects brought out more than a mil- 
people as mental hospital visitors dur- 
ig Mental Health Week in 1959 and again 
in 1960. 

‘In 1960, the National Institute of Mental 
Health budget voted by Congress was $100 
million, second only to that of the National 


Tetognize that Congress votes health and 
Welfare funds in proportion to estimated 
Public interest, 
State budgets for community facilities 
Or treatment and rehabilitation have in- 
Geased 300 per cent in a few years. 
» Perhaps most significant of all is the find- 
Mg of Dr. Paul Lemkau in his recently re- 
med study on public attitudes about 
mental illness in Baltimore.23 
The study disclosed substantial evidence 
t there has been a sharp change in pub- 
C attitudes toward the mentally ill. Tol- 
"©; acceptance, sympathy and identifi- 
on were found to prevail, rather than 
ection, prejudice, and hostility. After 
arizing the results, Dr. Lemkau’s 
tudy asks this question: “What is the role 
) ae hygiene educational activities in 
à eged change,” and then, with the 
ey conservatism and guardedness 
ae research scientist, he answers: 
te more om a possibility that these efforts 
€ctive than has been thought.” 
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Not being bound by the prerequisites of 
research protocol, I do not hesitate to go 
much further than did Dr. Lemkau. I 
would say that there is reason to believe 
that much of the change in public atti- 
tudes on mental illness and the mentally 
ill has come about as a direct result of the 
public education activities of our mental 
health associations and by the NAMH Na- 
tional Headquarters. 

Which of these educational programs 
were best and contributed most to these 
results I cannot say. But together they did 
a job, and I would say that so far as the 
future is concerned, I would much rather 
see all of us continue to pour it on, with in- 
creasing intensity, rather than have us stop 
and call a moratorium on this work until 
we have final and absolute proof. On the 
other hand, I would certainly recommend 
that we seek out and utilize every oppor- 
tunity for reasonable and practical assess- 
ment of our ideas, content, methods, and 
results. 

I do not think anyone at all will quarrel 
with what we said earlier, and repeat now, 
concerning the urgency of the mental ill- 
ness problem—the needs of the mentally 
ill, the need for more research and so on— 
and hence the need for our mental health 
movement to give priority to programs of 
education about mental illness over pro- 
grams of education for mental health. 

The mentally ill have always been the 
primary responsibility of the citizens’ men- 
tal health movement. Other organizations 
have become involved in education for 
mental health, and we must continue to 
work with them and give them guidance. 


23 Lemkau, Paul V. and Guido M. Crocetti, An 
Urban Population’s Opinion and Knowledge About 
Mental Illness, read at the 117th Annual Meeting 
of the American Psychiatric Association in Chicago 
in May, 1961, and reprinted in the American 
Journal of Psychiatry (in press). 
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But no other national citizens’ organization 
concerns itself with the mentally ill and 
their plight. This is our main job, and we 
must continue to devote ourselves to it 
with ever-expanding programs of service 
and education. 

Now, having made my case for education 
about mental illness, I would like to return 
briefly to my defense of the underdog—ed- 
ucation for mental health. 

Let us not be scornful of education for 
mental health, even though this kind of 
education does not provide us readily even 
with measurable empirical evidence of its 
effectiveness. We must continue to have 
faith in it, and there is very solid ground 
for such faith. 

There are some who scoff at education 
for positive mental health, calling it re- 
ligion, and asserting that it is not the func- 
tion of a mental health association to help 
people achieve “the better life.” Perhaps 
a closer examination would disclose that 
this is not at all related to religion, that 
this kind of education has as its goal the 
very same goal which psychotherapy has, 
and that is not only to free the patient of 
his immediate and disabling symptoms, but 
also to free him of residual infantile pat- 
terns of behavior which cripple his ade- 
quate functioning and which impede the 
development of his full capacity to lead 
a productive, contented, and even happy 
life. 

I say “even happy,” because there are 
theoreticians who for some reason disdain 
the pursuit of happiness as an acceptable 
human endeavor. 

Now, whether education can help a per- 
son to achieve a greater degree of freedom 
from inappropriate and painful patterns 
of behavior, and in that way to achieve 
greater happiness, is another question. But 


24 Op. cit. 
88 


I personally think it is a very worthwhile 
endeavor for mental health education to 
help people achieve both greater effective 
ness and greater enjoyment of life. J 

In Action for Mental Health, the Final 
Report of the Joint Commission,?* we are 
told: “We know (and the word know is em 
phasized) that in any channel of communi- 
cation, whether it is science, the press, the 
bar, the legislature, or executive manage 
ment, all pertinent or relevant information 
is desirable in order to understand a situa 
tion and make a wise judgment on it. Itii 
necessary that he [the individual] have the 
needed information, and of course, that he 
comprehend it, if he is to have rational 
attitudes and take reasonable actions.” 

This statement spells out a fundamental 
assumption which underlies education o 
any kind, and that is, if you give a personi 
the facts, then he will be in a much better 
position to think rationally and act reaso 
ably about the situation to which the fac 
are related. 

And this is a basic assumption in educt 
tion for mental health, even as it is in ed 
cation about mental illness. 

If you tell a mother that a child will not. 
starve if he misses a meal and that childre 
generally consume what they need, it i 
presumed that the average mother will 
able to use this information to think mon 
rationally about the situation: that is, sh 
will be less apt to get terribly upset, an 
she will be able to act more reasonably: 
that is, she will refrain from force-feeding' 

Now, I can just anticipate the question 
“What about mothers who are neurotic and 
overanxious and for whom no amount © 
education about eating habits will do any 
good at all?” Granted. But does anyon 
insist particularly that education for ment 
health is intended primarily for sick par 
ents? 

On the contrary. Most parent educato® 
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work on the presumption that mental 
health education is meant for healthy peo- 
ple, that sick parents cannot profit very 
much from casual education. But they will 
also add that even the sick ones can gain 
just a little from this kind of education, 
even if it is only momentary relief from 
anxiety. 

When mental health educators tell par- 
ents that children need love, security, ac- 
ceptance, faith, control, protection, and in- 

“dependence for a better chance to grow up 
in good mental health, and that children 
are likely to be hurt by overprotection, 
neglect, constant criticism, inconsistency in 
emotional relationships and so on, it is 
expected that parents will be able to profit 

from this kind of information only to the 
€xtent that they are able to control their 
own behavior and feelings. 

It is known that compulsive or over- 
anxious or hateful parents will continue to 
do harmful things no matter what they 
hear or read, but there is evidence that even 
disturbed people can pick up a hint, or a 
Plece of advice and apply it, and to 
change at least superficial patterns of feel- 

+g and behavior. But as I said before, 
Mental health education is not intended 
Primarily for the sick; it is intended pri- 
marily for those people who retain a good 

| Se to take, interpret, and incorporate 

4 tul concepts into their own patterns of 

ving, 

E underlying assumption is that peo- 
A i change and grow all of their lives, 
a ka they can profit from the experi- 
NA others and from the good thinking 
ati ers. Now there are those who will 
She ie. whether or not the thinking or 

Cory in mental health education is 
ps or bad, but those who do will have 

A ae also the theory underlying all 
x tea including psychoanalysis 

€ Most good education for mental 
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health is based on theories of personality 
development expounded by such theore- 
ticians as Sigmund Freud, Leon Saul, Rene 
Spitz, John Bowlby, Karl and William 
Menninger and others. Unfortunately, the 
end results of education for mental health 
do not show up in such easily observable, 
tangible, measurable forms as the empirical 
evidence we have for education about men- 
tal illness. Nevertheless, we have the opin- 
ion of an authority on parent education 
that this kind of education is producing 
good results. 

Aline B. Auerbach, of the Child Study 
Association, says, in a paper presented to 
the White House Conference on Children 
and Youth: % 

“Despite the lack of corroboration as yet 
from scientiflc studies, there is much evi- 
dence, now unsystematized, but growing in 
amount, to suggest that parents are profit- 
ing from parent education. Their interest 
in programs and materials, their overt 
statements about themselves, shifts of atti- 
tudes observed by group leaders, even, to 
some extent, changes in the behavior of 
children, as seen over a broad scene, all 
point to results that are sensed but not yet 
measured.” 

Perhaps the time may come, in the next 
few years, when the National Association 
for Mental Health and its affiliates will 
have sufficient funds and manpower and 
time to devote themselves to programs con- 
cerned not only with the attack on mental 
illness, but also with the promotion of 
mental health. 

While under present circumstances we 
have yielded the initiative and primary re- 
sponsibility as to education for mental 
health to other organizations, I personally 


25 Auerbach, Aline B., Helping the Parents. A paper 
presented at the Golden Anniversary White House 
Conference on Children and Youth in Washington, 
D. C., March 27-April 2, 1960. 


39 


hope that we will, when we are able, give 
renewed emphasis to it, for, as the NAMH 
constitution, our by-laws, state: 

“It shall be the purpose of the Corpora- 
tion to develop a co-ordinated citizens’ vol- 
untary movement to work toward the im- 
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proved care and the treatment of the men- 


tally ill and handicapped; for improved 


methods and services in research, preven- 
tion, detection, diagnosis, and treatment of 


mental illness and handicaps; and for the 


promotion of mental health.” 


b 


_ ELIZABETH E. HOYT, PxD. 


Young Indians: 


Some problems and 


issues of mental hygiene 


x Three hundred years of mental and cul- 
tural disturbance among Indians have ac- 
; companied the contacts of Indians with 
| Whites in the United States, Now that we 
a a nation are setting forth optimistically 
p establish new ways of life among under- 
€veloped peoples abroad, it is more im- 
Portant than ever for us to examine diffi- 
culties at home. 
ae death rates adjusted for age dif- 
_ “ences in the population are 20 per cent 
pee than those for the country gener- 
le 5: 1953, the last year for which data 
>a een analyzed, the Indian death rate 
a a vehicle accidents was nearly 
Bis, mes the rate for the population as a 
We and the rate from all other accidents 
| P: nearly twice as high. 
| Fe holi in Indians is a well-known 
Widely distributed problem. Other 


conditions in some ways related to mental 
health are child truancy and delinquency, 
child abandonment, dependence on public 
aid and irregular employment. For these 
there are no nationwide statistics com- 
parable with statistics for the general pop- 
ulation, but there are statistics for various 
communities demonstrating that the extent 
of these conditions among Indians is 
greater than among Whites. In some areas 
there is evidence of greater illegitimacy of 
birth among Indians and of a greater in- 
cidence of some other problems connected 
with sex. 


Dr. Hoyt is professor of economics at Iowa State 
University, Ames, Iowa. 


1 Health Services for American Indians (Washing- 
ton, D. C.: U. S. Department of Health, Education 
and Welfare, 1957), 39, 46-47. 


41 


We know very little of the extent to 
which conditions regarded as powible signs 
of maladjustment in our society are signs of 
maladjustment among Indians; more, 
among Indians, may be rather protections 


ventive mental health program for In 
dians.” * 

This lack of research stems partly from 
the fact that the mental health problems of 
Indians fall outside the well-recognized and 
supported types of research on Indians—re 
search which is historical, ethnological and 
anthropological—and also outside the 
usual type of mental health research, in 
which extreme conflict of cultural back- 
grounds is not a major factor.* 

We approach Indian problems with a 
great deal of opinion but with very little 
of the critical examination and comparison 
of evidence which characterizes the diagno 
sis and the development of standards in 
problems of physical health and of mental 
health within our own culture. 

Among American citizens generally there 
are four main groups of opinion with re 
gard to the needs of Indians. The first and 
most naive group argues simply, without 
any particular analysis of causes, that Im 
dians need help, and so they collect food, 
clothing, toys and other articles for them, 
often along with invitations to attend re 
ligi - 

When we get into analysis of problems, 
there are two main groups. One declares 
that the basic problem is that Indians are 
leaving reservations too soon, and they 
should be encouraged to stay on their res 
ervations and reintegrate. The contrast 
ing opinion is that the majority of Indians 
have already passed the point of no return, 
and we should find ways to facilitate their 
absorption into the general population. 

_These two positions obviously lead to 
diametrically Opposite policies, both 
which encourage both economic and ps} 
chic help to Indians. 

Indians are not slow to avail themselves 
of such support; but there is a fourth group 
which argues that all three types of policies 
have resulted in handouts and other aid dë 


to Indians, and all are strongly 
ed by the white man’s guilt com- 
Which leads him to want to do some- 
br Indians, although without critical 
tion of the results; and that we 
follow none of these policies. 
| is clear that there is a fifth possible 
ion: that with objective research we 
ild know better how to help Indians 
üt contributing to their demoraliza- 
rst of all it is desirable to know 
lians want and what stands in the 
M their getting it as they themselves 
their position. 
milicting opinions which show need of 
itch (and which normally would stim- 


ertinent to the evaluation of an im- 
Indian policy which was being 
d from analysis, presumably because 
People in charge had two strongly dif- 
it Opinions on what they wanted the 
© pieces of research on Indian atti- 
— rom relatively small samples—by 
d L. S. Spindler and by A. I. Hal- 
used the Rorschach technique. 
Case, that of a rather remarkable 
of Indians “who had attained occu- 
and social positions equivalent to 
f high status in the nearby white 
» the Indians appeared to have 
ne a psychological transformation 
the middle-class American value sys- 
the other case, the Indians who also 
Acculturated, gave evidence of a 
eo structure, in which 
ts as taken place were “regres- 
Baiitecrative” 
undiers concluded on the basis of 
er studies that there were some 
s still holding with conviction 
values of their people, but 
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that the great majority of adults known as 
Indians stood between the old and the new 
in various kinds and degrees of confusion 
and anxiety. They distinguished several 
types of such Indians, but all were in- 
secure.’ 

The study reported here is a small step in 
the clarification of Indian problems. Half 
of the Indians in this country are under 
twenty years old, and we do not know how 
far, if at all, the regression and disintegra- 
tion found by the Spindlers among older 
Indians is present among them. We do 
know that they leave school earlier than 
white children. The average number of 
years of schooling for adults over twenty- 
five in the general population is over ten 
years, for Indians on reservations it is esti- 
mated to be between five and six,’ and the 
proportion of Indian children who grad- 
uate from high school is less than two-thirds 
that of Whites.* 

Since the young Indians are the impor- 
tant group for the future, and this group is 
presumably more homogeneous than adult 
Indians, it was to them that we went for 
light on a matter of considerable disagree- 
ment among friends of the Indian: their 
attitudes toward their own future. 

In particular, how and to what extent do 
the children feel themselves bound to the 
old values which Indians had before the 


5Spindler, G. D. and L. S. Spindler, “American 
Indian Personality Types and Their Socio-Cultural 
Roots,” The Annals of the American Academy of 
Political and Social Science, $11(May, 1957), 152; 
see also Hallowell, A. L, Culture and Experience 
(Philadelphia: University of Pennsylvania Press, 
1957), especially Chaps. 5, 19 and 20. 

6 Spindler, op. cit, 154-67. 

7 Educational Countdown (Washington, D. C.: 
Branch of Education, U. S. Bureau of Indian Af- 
fairs, 1959), 9. 

8 Today's Dropouts, Tomorrow's Problems (Wash- 
ington, D. C.: Branch of Education, U. S. Bureau 
of Indian Affairs, 1960), 2. 
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white man came? What is the attitude of 
these children toward the “white man’s 
world”? What, if anything, do they want 
from it? How much do they know about 
it? It was thought that an essay on “My 
Hopes for My Life on Leaving School” 
would bring forth some statements on these 
points and also might lead to some state- 
ments as to possible obstacles the Indian 
children saw in their way, although the 
presence of possible obstacles was not sug- 
gested to them as a part of the assignment. 


9 It was thought that the children from the South- 
west who wrote the essays on “Hopes” would rep- 
resent attitudes probably less disturbed than those 
of the majority of American Indian children. Over 
the long period since the white man came, Indians 
of the Southwest have had rather less contact with 
him than most other Indian groups, and although 
this means that many of them are less acculturated 
than other Indians, it also means that their pres- 
ent acculturation is probably proceeding with less 
confusion than that of those Indians who have had 
a longer history of persecution and misunderstand- 
ing. 

Thus it is believed that essays from Southwest 
Indian fifteen to seventeen-year-olds present a 
picture of less change but also of less disturbance 
than what would have been secured if it had been 
possible to get a cross-section of all Indians in their 
last year or two in school. 


10 The fact that Indian children did not speak of 
old Indian values does not, of course, prove that 
such values do not exist among the children. It 
would take research deeper than the essay approach 
to assure us on that point. 

The writer attended the fourth annual South- 
western Regional Youth Council of Indians in 
Albuquerque in 1960 and was present at the work- 
shop on “Tribal Traditions and Customs.” At this, 
one old Indian spoke in favor of retaining Indian 
languages, but no young Indian had anything to 
say other than to wish that young Indians knew 
more about Indian traditions. One of the young 
Indians who planned the program told the writer 
that the Tribal Traditions workshop had been put 
in to please older Indians, although some of the 
older ones felt that the subject should be soft- 
pedaled in order that the old traditions should 
not stand in the way of the young. 
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It was possible, too, that the subject as- 
signed might cast some light on why there 
are so many more dropouts from school 
among Indian children than among Whites. 
Such an assigment also gave them oppor 
tunity to express themselves on matters that 
might not have occurred to their teachers 
or others. 

In all, 582 essays on “My Hopes for My 
Life on Leaving School” were secured from 
Indian children fifteen to seventeen years of 
age in all types of schools—boarding and 
day, federal, public integrated and public 
exclusively Indian, mission, vocational and 
nonvocational. All of the essays were from 
the Southwest.2 Two hundred and seven 
essays from white children of the same ages 
were secured for purposes of comparison. 
In addition to the essays on “Hopes,” the 


writer had access to 287 essays on “Plans” 
from several parts of the United States, 
from Indian children of the same ages, but 
these were used only as a source of ideas 
and for supplementary information, since 
“Plans” is a less inclusive word than 
“Hopes” and has more cultural coloration. 

On the first point on which light was ex 
pected from the essays—reference to the 
old values of Indian culture—the evidence 
was entirely negative. This is the more 
striking since the essays were from the 
Southwest. There was some incidental ref 
erence to values learned in school, values 
some children wanted to carry back to their 
people. 

Nearly one-third of all the children, how 
ever, mentioned love or concern for par 
ents, family or tribe, references to family 
being about twice as common as reference 
to tribe, and especially common among the 
children of the least sophisticated of the 
schools. No white child of native parent 
age spoke of love for parents or family, but 
a few white children spoke of love for hu 
manity or desire to serve it.10 


On the second point—material aspects of 
the standard of living—one-third of the 
Indian children named something they 
would like to own, “car” being most fre- 
quently mentioned. White children men- 
tioned cars, too, but less frequently, no 
doubt taking them for granted. In general 

“the frequency of expression of interest in 

Material things to be owned was similar 

among Indian children and white children. 

By far the greatest concentration of in- 

1 terest among Indian children was on job. 
Ninety-one per cent of the Indians men- 
tioned job, sometimes specified as a regular 
or steady job or a job on which they hoped 
to give good performance. Most of the jobs 
Named would have to be off the reservation. 
The percentage of white children who men- 
tioned job was nearly the same as the 
Indian, 89 per cent, but there was no men- 
Hon of the job being regular or steady, 
Which was no doubt taken for granted. 

The very great difference between the ap- 
proximately ten per cent of each group who 
did not mention job was that the Indian 
children were in the least sophisticated and 
the most vocational of the schools and wrote 
the shortest essays; it may be that they took 
job for granted or that they found great dif- 
ficulty in expressing themselves at all; but 
the white children who did not mention job 
the longest and most sophisticated 
3 ys, with emphasis placed on self-realiza- 
10n and philosophy of life. 

he concentration of interest in jobs and 
€ remarks relating to achievement—and 

Possible frustration—were the most striking 
nA ʻa me essays. The mention of 
ici. and Tegular” was particularly in- 

§ In view of the fact that Indians 


have Š Pag i 
Ye the reputation for being interested 


> Primarily in 


f 


casual or seasonal labor, tasks 


Chine duire a major but temporary con- 
ntration of effort. 


e children, however, knew relatively 
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little about what range of jobs might be 
available to them or what preparation was 
necessary, or how they might get this prep- 
aration. Some thought help was easily ob- 
tained, from federal or other sources; others 
knew of no sources of help at all. Even in 
the same school there was considerable dif- 
ference of response. 

Since most of the schools have some pro- 
gram of informing children about jobs, and 
of helping them vocationally, it would seem 
either that the extent of such help is too 
optimistically stated or that some of the 
children are not ready for the kind of in- 
formation given. The uncertainty of In- 
dian children seemed primarily to be uncer- 
tainty as to what possible jobs there might 
be; the uncertainty of white children 
seemed to rise from knowledge of too many 
jobs, from which they could not choose. 

In general, Indian children in integrated 
schools knew somewhat more about jobs 
than the other Indians; these schools were 
in urban communities and the Indian chil- 
dren were rubbing shoulders with other 
children whose fathers had a variety of jobs. 

The second most striking thing about the 
essays was the psychological insecurity some 
children expressed. They had much more 
humility of ambition and much more lack 
of confidence than the white children. Not 
only did they know relatively little about 
jobs; they also had various fears that they 
might not “make the grade,” even for low- 
level jobs: 


“I've got all kinds of doubts. I hope I 
don’t turn out a tramp.” 


There is a parallel in the case of the children 
and grandchildren of European immigrants. The 
children often feel that one way to establish their 
Americanization is to shake off the ways of their 
forefathers; the grandchildren, who are sure of 
themselves as members of the prevailing culture, 
seek contact with the past and have pride in it. 
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“Many times I've been told I'd be a hobo, 
I hope not.” 

“I want to be somebody, not a street 
walker.” 

“If I don’t get noplace, I might come up 
for odd job.” 

“I hope I don’t goof up.” 

“I might be prosperous but I might turn 
out a bum.” 


At the same time there was considerable 
expression of desire to overcome difficulties, 
for example: 


“I’m not a very smart girl, but the 
thought came to me, ‘if others make it, 
maybe I can.’ ” 

“Everytime I get waked up, I think I 
train my mind more than I did before.” 


The children’s mention of concern for 
family and tribe also suggests some prob- 
lems to be faced, since in most cases they 
would have to leave home for their jobs, 
and a steady job would mean absence from 
home for an extended period. Many In- 
dian families expect to share in the child’s 
earnings, and not only fathers, mothers, 
brothers and sisters, but aunts, uncles and 
cousins. The tie-up to family as a demand 
on future earnings was not, however, spe- 
cifically stated in any of the essays. 

The issue, as expressed in the essays, was 
rather the child’s love for his people. So- 
cial workers with Indian adolescents say 
that they frequently find an ambivalent 
attitude toward family; the young person 
wants to leave, and running away from 
home is not uncommon; at the same time 
he needs the security of the home and wants 
to stay there or go back to it. 

It was notable that prejudice was not 
named as an obstacle to success in any of 
the essays on “Hopes.” In the supplemen- 
tary group on “Plans” it was mentioned 
once, by a Sioux girl: “Some people just 
don’t like Indians.” This absence of men- 
tion of prejudice is the more striking be- 
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cause among the white children there was 
one girl who identified herself as a Negro 
and who did discuss prejudice at some 
length. There is, however, probably less | 
prejudice against Indians in the Southwest 
than in most other parts of the country, | 
though even there, some older and em- 
bittered Indians make a practice of ascrib- 
ing Indian failures to the prejudices of 
whites. If these children felt any bitterness 
there was no sign of it in the essays. 
Along with the collection and study of 
essays and in preparation for her study, the 
writer made visits, sometimes repeated 
visits, to about 30 Indian reservations and 
white communities in which considerable 
numbers of Indians live. Some of these 
visits were limited to two or three contacts; 
the longest was two weeks. Such visits gave 
insight into the homes from which Indian 
children come, and it was hoped that con- 
tacts with employers of Indians, public 
agencies and community organizations and 
leaders would throw light on the kind of 
conditions which most favor the adjustment 
of Indians after they leave school. The ex 
perience is of slight statistical value, but it 
is suggestive of the next steps toward under- 
standing of young Indians. 
In the communities there were three em 
ployers who had the reputation of being 
especially successful in their relations with 
their Indian workers. In all cases the em- 
ployers attributed their success to the fact 
they did not hold their workers to long 
periods of employment without a break 
One said that by making it known to his 
Indian workers that they were free to 8° 
home, or wherever they chose, and that they 
would be welcomed back, they lost thé 
“choking feeling” of being constricted a” 
generally stayed on the job. No doubt the 
personality of these employers also ha 
something to do with their success. 7 
No such islands of success appeared mf 


a = 
ce ee _ K, — s. 


the larger area of community contacts. 
Here, in fact, arose those matters of the 
questionable net effects of social policy 
noted at the beginning of this paper. It 
was significant, however, that in four cases 
of such community work, the leaders told 
the writer that they themselves had become 
doubtful of the ultimate values of what they 
were doing with Indians. In one of these 
cases, that of a well-known and deeply re- 
spected national organization, representa- 
J tives said that they would like a thorough- 
| Boing critical examination and evaluation 
oÍ their work in an area by a person or team 
! competent in mental hygiene. 
Among public agencies, federal, state and 
S district, there was disagreement as to exactly 
what policies with young Indians should be, 
and occasional instances were found where 
_ they were working at cross-purposes with 
| One another. In fact, one juvenile parole 
officer told the writer that in her district it 
Was agreed that sometimes their knowledge 
should be concealed from other agencies. 
They felt, she said, that they were closer to 
Indians than any other workers, and if they 


told what they knew, the Indian would 
, Suffer, 


What might have been a more cheering 
a of a study of problems of young In- 
tans is what Indians themselves are now 
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doing, in some cases, toward their own 
better adjustment and resolution of con- 
flicts. The writer saw a little of this but 
not enough to make any generalizations. 
Future study must take account of it, and 
it may well be that here the most promising 
guidelines will be found. 

A recent volume on Culture and Mental 
Health is a compilation of studies of mental 
health problems in different cultures, both 
as the cultures were originally and as they 
are in transition.14 

The primary contribution of this book, 
for our purposes, is to show how widespread 
are the mental health problems of peoples 
undergoing cultural change and how little 
we know of constructive measures to deal 
with them. 

The editor’s conclusion in his introduc- 
tion is that “new methods, theories and 
practical applications must emerge in this 
medical and behavioral science discipline.” 
These new methods, theories and applica- 
tions developed for one people would pre- 
sumably have much broader uses. It is 
hoped, of course, that our study of Indians 
may suggest approaches valuable for other 
cultures in transition. 


11 Opler, Marvin K., Culture and Mental Health 
(New York: Macmillan Co., 1959), 
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MAGNO J. ORTEGA, M.D. 


Open-ward management of disturbed 


mental patients of both sexes 


More and more hospitals in England are 
throwing all their doors open in consonance 
with present trends towards establishing 
therapeutic communities for mental pa- 
tients. 

Littlemore Hospital, of about 1000-bed 
capacity and located near Oxford, is no ex- 
ception. I came here from America to ob- 
tain firsthand experience in open-door hos- 
pital administration and arrived in October 
of 1959 just after the new superintendent, 
Dr. Bertram Mandelbrote (4), took over 
from the retiring superintendent. 

Patients were assigned to wards with 
regard to similarity of psychiatric nursing 
needs (e.g., habit training, medical care of 
the sick and infirm, and effective super- 
vision of disturbed patients and habitual 


Dr. Ortega is a staff psychiatrist at Wayne County 
General Hospital, Eloise, Mich. He was formerly 
associated with Littlemore Hospital, Oxford, and 
with Warlingham Park Hospital, Upper Warling- 
ham, Surrey, England. 
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absconders). Experienced nurses in ade- 
quate numbers were then assigned accord- 
ingly and units handling similar cases, both 
male and female, were formed, under one 
doctor if possible and if not, under one con- 
sultant, so that close liaison was feasible. 

For instance, the admissions wards, both 
male and female, were under one consult- 
ant, and they had combined social and 
recreational activities, 

This is, itself, something of a novel situa 
tion because although the hospital has so- 
cial functions (e.g., dances) for both sexes 
there is more or less rigid separation of 
nursing care for each sex. There is no over- 
all nursing director, but instead, a matron 
and a chief male nurse as is true elsewhere 
in England. This division is perhaps dra 
matically highlighted by the seating of pr 
tients during the showing of films; the male 
patients sit on one side of the aisle, the 
female patients on the other. (Even now, 
when mixed wards of elderly, noninfirm p% 
tients of both sexes are accepted matter-of 
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factly, the aisle is still inviolate, although 
perhaps more from habit and less from 
conscious intention.) 

In the disturbed wards—both male and 
female—each of about 30-bed capacity, 
liaison between wards was even closer, since 
both were under the direct supervision of 
one doctor. I was fortunate in being able 
to obtain the experience such an assignment 
afforded. It is with these types of patients 
that open-door hospitals find their biggest 
stumbling block. (If there were any locked 
doors still in an otherwise progressive hos- 
pital, it would be these types of wards.) In 
fact, one of our patients came from such a 
hospital, the Rehabilitation Center in Bel- 
Mont (3), where her threats of and at- 
tempted suicide proved unmanageable. 
(More about her management later.) 

Combined weekly meetings of the staff of 
both wards were immediately instituted. 
They were told they were each hand-picked 
for the job and that their task was to deal 
with all disturbed cases in the hospital, but 
pot only symptomatically. They were not 
going to be transferred out after sympto- 
patic improvement of their disturbed be- 
havior, but would remain with us until 
discharged. 

It was also casually mentioned that even 
ter discharge, released patients would be 
aga up in a social club setting, the 
bie 3 affair to be held on an evening in 
a ‘emale ward, which is more suitable, 
Physically, to accommodate and entertain 
members of both sexes. 
4 emphasis, Íor the time, was on the 
Sa me to be self-sufficient. When 
aie arose, help was to be obtained 
vidual << the unit, although the indi- 
ae would continue to be admin- 
y responsible—for standards of 
nal performance anywhere in the 


Professio; 
unit— É 

ief to either, but not both, matron or 
male nurse, as before. 
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In practice, the male nurses were more 
often called in for help, and when in need 
of aid themselves, they sought it from their 
fellow male nurses, also a realistic practice 
besides being a reflection of a disinclination 
on their part to ask the female side for any 
kind of help. 

To all intents and purposes, however, a 
separate identity began to crystallize for the 
unit. There developed a freer exchange of 
ideas between the male and female nurses 
at the unit meetings, (to which came morn- 
ing and afternoon shifts of both wards) 
especially in relation to the difficult cases 
that attracted hospital-wide attention be- 
cause of the problems they presented. 

As the individual patients became better- 
known to everyone in the unit by dint of 
being mentioned repeatedly at these meet- 
ings, they began gradually to evoke a pro- 
prietary interest from the staff of both 
wards, From initial self-congratulation that 
they were not directly saddled with the 
other ward’s difficult problems, they soon 
became intrigued by its trial-and-error ef- 
forts to deal with them. Also, as more data 
were reported, they became more and more 
fascinated by the complexity of the total 
picture, until they could no longer remain 
detached and uninvolved and began to 
speculate and make suggestions. 

When the male nurses were called upon 
to help manage a crisis, they reported their 
reactions, and pretty soon remarks like “I 
don’t want to be seen only as a policeman 
on call in emergencies” began cropping up. 
Hopes began to be expressed that they 
also share in the credits when the crises 
were resolved therapeutically. 

At this juncture, we began sending some 
female patients to the male ward to sew 
buttons and mend socks for the men. These 
patients immediately responded to the at- 
tention they received there, attention which 
was different both qualitatively and quanti- 
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tatively from what they were accustomed to. 
The improvement was remarked upon by 
the female staff, who especially expressed 
their gratitude over the change in one pa- 
tient. Her premenstrual periods had been 
occasions of recurrent disturbance, poorly 
relieved by sedative doses of tranquilizers. 

Propitiously, it was about this time that 
we received the patient—mentioned earlier 
—from another hospital. M.C. presented a 
grave challenge because of previous at- 
tempted suicides and threatened and vio- 
lent assault. Once she even secured a gun 
in order to shoot a hospital superintendent. 
We felt that she could not be managed ex- 
cept in the presence of male staff. 

The plan that evolved was that she go to 
the male ward half the time, and the rest 
of the time stay on the female ward, which 
would itself now undertake treating a se- 
lected group of male patients sent over dur- 
ing the day with a male social therapist. In 
exchange for him, a female social therapist 
went to the male side (with a selected group 
of female patients) in case it became neces- 
sary physically to restrain M.C., which the 
male staff were not keen to do unless there 
was a female nurse present. As it turned 
out, M.C. had not needed to be forcibly 
restrained on the male ward, although on 
the female ward the male social therapist 
had had to deal with her on several occa- 
sions with the help of the ward sister. 

Soon, the patients coming across with 
their own social therapist linked with those 
of their hosts whom we felt would wel- 
come the group leadership of a staff mem- 
ber of the other sex who could be expected 
to respect and enforce incest taboos. And 
so, in this unremarkable way, were born 

mixed groups in both wards, which were 
fairly tension-free from the start. The male 
nurses also held dancing instruction classes 
as a rehearsal for the social club night. 
We now began to get more comprehen- 
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sive reports on each patient, with respect 
to social behavior with staff and fellow 
patients of both sexes, especially in the case 
of new admissions (all disturbed and usually 
on emergency court order), and particularly 
those who had committed sexual indiscre- 
tions outside, as have: 


A) AG., storeman, age thirty-one, single, ad- 
mitted for attempted sexual assault on a bar- 
maid and for indecent exposure (repeated in 
hospital but off the ward) while out for a walk, 
the intended victim being a female nurse from 
another ward. Control of sexual impulses rap- 
idly re-established with 100 mg. of Chlorproma- 
zine tid for one week, reduced to 50 mg. tid 
for three days, and then discontinued altogether. 
(Psychosis precipitated by total dental extraction 
under gas.) 

B) A.H., skilled car polisher, age forty-three, ad- 
mitted for soliciting publicly (“Can I do you 
now?” Required physical restraint to keep 
him from getting onto the male nurse bending 
down to get Chlorpromazine ampoules from the 
medicine cabinet. (Has resumed working after 
four months. It took him ten months in 1957, 
with E.C.T. and three different tranquilizers.) 

C) S.B., general laborer, age thirty-seven, re- 
admitted for the fourth time since 1945, has not 
worked for the last five years, aggressive when 
drinking, lately threatening to kill his step- 
daughter, toward whom he makes sexual ad- 
vances continually, sometimes exposing himself. 
Hypochandrial, especially about his genitals, and 
hears his dead father’s voice talking to him. (Dis- 
charged in two months on Stelazine, five mg. 
b.id., having found a job himself.) 


There were more disturbed male than 
female admissions, and as the female ward 
slowly emptied itself out early in the year 
(1959), I began to think of experimenting 
with a mixed ward of disturbed patients, 
including cases like those described above- 
The hospital itself, however, was at this 
time engaged in an extensive building pro- 
gram, and physical alterations of the female 
ward to suit the needs of both sexes was not 
on the schedule. As it happened, fortu- 
nately, the wash basins in the women’s ward 
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were located half in the bathroom and half 
in the toilet. In discussing the experiment 
with the unit staff, it was pointed out that 
in boarding houses the toilets and bath- 
rooms are not marked according to which 
sex may use each. 

A tentative plan of restricting the men to 
the toilets and the women to the bathroom 
early in the morning for the ritual washing 
up for breakfast met with a qualified ap- 
proval from the unit staff—also from the 
physician-superintendent—but everybody 
was willing to give it a try. After breakfast, 
the bathroom was to be used by appoint- 
ment, and the toilet (eight seats) according 
to availability. (They had been provided 
with simple locks—bought out of ward 
funds and installed by the male patients 
when they first came over for the day with 
their social therapist—and could now easily 
be secured against casual intruders.) 

Five male patients were unanimously 
agreed upon by the unit staff for the initial 
group of transfers. This included one of 
the chronic patients, J.B., who helped in- 
Stall the toilet locks (he was a transfer from 
Broadmoor Prison, under sentence for ha- 
bitual larceny) and had otherwise proved 
himself to be of great help to the ward. 

The others—including A.H. and S.B., see 
above—were patients under emergency 
court order, who had been acutely ill but 
T not presenting problems just then. 
A more who were deemed not very good 
aaa risks were scheduled to trickle 
icc at a time, waiting until the newest 
a. had settled in before absorbing 
ie Ei unknown quantity.” This was 

ginal plan. 

S ward conference held the evening 
Bas the initial transfer, the female pa- 
eis. asked for their comments on the 
ie a Move. No great resistance to the 
s usa the were a few de- 

om the expected quarters—and 
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when given the choice of the first five pa- 
tients to be transferred, they listed eight— 
although not unanimously—five of whom 
were in the list drawn up by the staff. 

One of the selling points was that for that 
week, with only five patients coming, the 
ladies could all sleep in the side rooms, 
while the men would occupy the gallery, 
and sleep on folding beds behind folding 
screens. Co-operation was asked to help 
make this work, and frequent conferences 
promised. (There are now three patient 
conferences a week: one for the entire ward, 
one exclusively for the male patients, and 
the third exclusively for the women. These 
last two conferences, respectively, are prob- 
ably helpful in reorienting patients who 
may be suffering from slight confusion as 
to—or in reassuring those who entertain 
doubts about—their sexual identity and 
who are anxious to affirm it.) 

The day of the transfer all the patients 
of both sexes were presented with the plan 
enabling them to attend to their ablutions, 
etc, with the greatest possible privacy. A 
map of the ward was drawn on the black- 
board and the layout explained, until every- 
one was satisfied that the impossible was not 
expected. Another toilet away from the 
stream of early morning traffic was made 
available to the women, just in case. (Later, 
the secretary of the patient government 
drafted a letter for new admissions, welcom- 
ing them to the ward, explaining how it 
functions, and expressing hope in the future 
ability of the hospital to meet present 
needs.) 

The first morning procession, and all 
subsequent ones, took place without inci- 
dent. The staff felt so encouraged that 
within the week five more patients, all 
recent admissions, were transferred in a 
group. Some of the side rooms were given 
up for male occupancy, and some of the 
ladies began sleeping on folding beds in the 
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gallery at the other end of the ward, also 
behind folding screens. 

All disturbed cases have now been di- 
rectly admitted to this ward, which is pres- 
ently staffed by: 

1) A male charge nurse and a female stu- 
dent nurse on one shift; 

2) A ward sister and a male student nurse 
on another shift; 


3) A male and a female social therapist 
from 8:00 A.M. to 5:00 p.m.; and 


4) A female staff nurse and a male stu- 
dent at night. 


Except at night, there are always two 
male staff members available under this ar- 
rangement, which so far has proved ade- 
quate to handle all problems. 

The doors of both wards have remained 
open until nightfall all this time. The only 
successful escape, engineered by a very right- 
eous paranoid, occurred through a window 
after the doors had been locked. A protec- 
tive padded room, previously used for seclu- 
sion (but never for isolation inasmuch as 
fellow patients may visit on request, and 
they do, to bring tea and chat, and staff 
spend as much time inside as they can, al- 
though of course not as much as the occu- 
pants themselves) has now been relegated 
for use of noisy patients, because it is rela- 
tively soundproof. 

All currently accepted forms of treatment 
are used, as indicated in each individual 
case. A couple of patients have received 
E.C.T. One (M.C.), with supportive psy- 
chotherapy (twice-weekly sessions), has re- 
cently been discharged and is now working 
part-time. Another, a sixteen-year-old girl 
who habitually absconds and breaks shop 
windows when successful in eluding super- 
vision, is in hypnotherapy. However, post- 
hypnotic suggestions to modify her behavior 
are made only for the duration of my ab- 
sences on holiday or vacation. At all other 
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necessary times, seclusion or drugs are em- 
ployed to suppress symptoms. 

An adolescent to postadolescent group, 
three asocial and three schizophrenic, were 
treated by conventional group psychother- 
apy and after three months, four, including 
M.C., were discharged. 

Cross-transferences have not eventuated 
in overt sexual acting out. (The tranquil- 
izers may have helped in circumventing 
this. The youngest boy, age seventeen, 
however, was only on placebo, in appear- 
ance sufficiently similar to the active agent 
he received at an experimental adolescent 
unit where he was committed by juvenile 
court for assault on the wife of a former 
headmaster and where he was adjudged “a 
very unstable boy in all aspects.”) 

Tranquilizers are used for relief of acute 
symptoms. Accent, however, is on inter- 
personal and group relationships: 


A) T.T., age twenty-one, construction laborer, 
catatonic. After two E.C.T., he became assaultive, 
was transferred to us, and continued to be as- 
saultive in early morning hours, even with 200 
mg. of Chlorpromazine q.id. Doses were given 
q6h, and no physical violence since; immediately 
thereafter he assumed leadership of the teen- 
agers. 

B) A.S., age forty-five, single, stores clerk, de- 
pressed and delusional about people thinking he 
is driving a stolen car. After one E.C.T., he be- 
came agitated and started exposing himself and 
was transferred to us. When he again attempted 
to expose his genitals, he was told we knew it 
was there and nobody would hurt it, and with 
one dose of Chlorpromazine, 100 mg. intra- 
muscularly, he stopped doing it for good, after 
he woke up. Earned respect of fellow patients 
and was elected president of patient government. 


Once a week each ward shift reviews one 
problem patient about whom they are 
worried. Personal feelings toward the pa- 
tient are solicited and received without 
criticism, in fact are sometimes acknowl- 
edged by the ward doctor as shared with 
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the speaker. Further understanding is the 
goal of this exchange, not the assignment 
of blame. Predictions as to results of treat- 
ment decisions and when expected are 
noted. Each week of the year is given a 
letter from the alphabet, A and Aj, desig- 
nating the first weeks of January and July, 
respectively. Predictions may be such low- 
level expectations as “‘he’ll ask to do some- 
thing.” Once, after the conservative pre- 
diction “within six months,” the patient 
showed the expected change the day after 
a conference where feelings ran quite high 
before simmering down, and some humor 
Managed to creep into the discussion. 
Other instances are not as dramatic, but 
they are not unusual either once tension 
Subsides and group support is marshalled 
(7). The decision may be that the patient 
is now ready to start working with less 
Supervision off the ward and might benefit 
from being assigned a steady job with 
some responsibility (and for a nominal 
Weekly salary) in one of the hospital work- 
shops. Suggestions are then invited and 
Made as to how the patient may spend the 
Money and his week ends. Intensive staff 
Support of all attempts at reality testing 
Sometimes extend beyond office hours, as 
for example when staff who are off some- 
times come back to take patients out for the 
afternoon or evening, to shop, to attend a 
Play, etc, 
A patient government is functioning. 
= ward garden, which is treated as part 
Parcel of their living space, yielded 140 
a s: Potatoes, among other things, 
` Sal Justified the patients' pride. A 
seaside c Y successful ward excursion to the 
olig Ncouraged plans for a camping 
a JY to last a whole week, during which 
ahem admissions (hopefully exclu- 
among id would be received temporarily 
moved to x patients who had not been 
€ mixed ward. 
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JOINT CAMPING VENTURE 

WITH DISTURBED MALE 

AND FEMALE PATIENTS 

The camping holiday was a delightful, if 
not exciting, week. The weather was ex- 
tremely kind except on the second day out 
when it rained from morn till eve. 

Seven male and seven female patients 
(who comprised all in the unit who were 
able-bodied and at the same time not gain- 
fully employed) constituted the camping 
party, together with a volunteer staff (inci- 
dentally representing four different na- 
tionalities): their doctor, one senior psy- 
chologist (as participant observer), two 
psychiatric nurses, one student nurse and 
two social therapists. The mixed ward was 
left unstaffed, the working patients fending 
for themselves as if it were a hostel. 

Everyone enjoyed it, the staff perhaps 
more than the patients. Among the latter, 
only three expressed a desire to return to 
the hospital (even if it meant making their 
way back) when opinions were polled on 
the last day at camp. Another three wanted 
to stay longer. The rest would just as soon 
have stayed another week. (A week after 
return to the hospital, only two did not 
regret we had not stayed longer.) 

Of the staff, two would just as soon have 
left as scheduled, the rest voting to stay, if 
it could be arranged. 

However, because of the cardinal rule in 
recreational therapy to “kill it before it is 
dead,” we broke camp on schedule. 

Four patients were extremely helpful 
with camp chores, without being asked. 
All of these were chronic schizophrenics 
who had not been able to find useful em- 
ployment for the last five years. 

Three had to be strongly urged to share 
in the work. They were all very “hefty” 
females, to put it mildly. 

One of the willing workers was a very 
dignified, tall schizophrenic aristocrat 
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(Count M.) who answered all questions 
tangentially, with numerous qualifying res- 
ervations. However—perched high up on 
a tree, sawing away at a dead limb—when 
asked to break it off with force, he answered, 
“it will come in due time,” without hesita- 
tion. Heretofore, we had had some difficulty 
making menial demands on him because 
of his background, intellect and bearing. 
(Even the polish wore off toward the end. 
When repeatedly pressed to partake of a 
drink, he objected: “Not so much, I hate 
the damned stuff.”) 

We deliberately intended to get the pa- 
tients out of their accustomed institutional 
ruts forcibly, to see them against a different 
background and so to modify our perspec- 
tive and the image we carried of them with- 
out being actively conscious that we our- 
selves were ina rut. This was why we went 
ahead in spite of the delay in getting camp- 
ing equipment, and in September (a month 
later than planned) despite the expected 
normal worsening of the weather. 

None of our patients, nor any of the staff, 
mentioned missing TV, which usually oc- 
cupied a major part of their evenings. Bed- 
time became progressively later and later, 
till after midnight on our last night at 
camp, with songs and storytelling and beer- 
drinking and, for those who needed solids 
as well, potatoes recently dug from our 
garden were baked unstintingly. 

Two patients left camp and were 
promptly fetched back on three separate 
occasions, two of which—involving the 
same patient (G.H.)—occurred in my ab- 
sence. (This was also the first time I left 
her without the posthypnotic suggestions 
that she behave herself while I was gone.) 
She left camp while I was around but each 
time came back on her own. 

The other patient left because the moon’s 

rays were bent ominously. The day before, 
for the first time since I have known him, 
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he exercised a short-lived initiative and 
early in the morning, too, cooking breakfast 
for all the other campers. As the day wore 
on, he was perceptibly more anxious, flirt- 
ing with G.H., again for the first time, ear- 
lier in the day, and later, around the camp- 
fire, drinking more than was usual for him. 

Both patients were the only ones who ex- 
pressed fears of the dark, but in only one 
case did this precipitate the patient’s ab- 
sconding. 

There were no major accidents, two 
minor wasp bites (one on me), and the only 
other casualties were a torn mackintosh and 
a broken cider bottle. Before the patients 
left the hospital to go camping, misgivings 
were expressed about the easy accessibility 
of a large knife among our “disturbed” pa- 
tients, but fears that it would be used other 
than for ordinary purposes proved un- 
founded. 

Tempers flared off and on among all the 
campers, except for three of the willing 
workers. As is to be expected even among 
“normal” people, prolonged exposure to 
each other raised levels of irritability, from 
summation of stimuli. Open acknowledg- 
ment of its presence and intensity served to 
facilitate its rapid resolution every time. 

There was not a single incident of sexual 
misbehavior. One of the male patients 
(J-B.) entered the female staff tent in his 
pajamas, but when asked why he did not 
have his dressing gown on, he replied, “But 
I have my hat on.” He was seen kissing a 
provocative female patient, but playfully 
rather than urgently. 

There was some anxiety about the 
weather, expressed in superstitious objec 
tions to remarks on “how good it has been.” 
Nobody caught cold. 

It is really remarkable how smoothly it 
went. It is not that it is well-nigh impos 
sible to bring off; on the contrary, the sur- 
prising thing about it is that it went well 
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from the very beginning, without any diffi- 
culty to speak of. There had been many 
doubts on almost everybody’s part, because 
of the heavy rain throughout the two weeks 
prior to scheduled departure from the hos- 
pital and the September cold. I believe my 
stubborn ignorance of camping difficulties 
and risks (I had never camped before) 
helped see us through alternating hope and 
pessimism. 

Of course, once the goal of the activity 
was changed from therapeutic recreation to 
a forceful challenge to each patient’s poten- 
tial adaptability, inclement weather as- 
sumed a different guise. It was also a chal- 
lenge to the staff: were their personal 
relationships with the patients such as to 
make not only locked doors unnecessary, 
but windows and walls as well? Was shel- 
ter intended primarily against inclement 
Weather, and not for security reasons? 

After initial apprehension, the village 
where we camped—15 miles from the hos- 
Pital—welcomed our status as tourists with 
Some money to spend, and I am sure our 
Presence relieved some of the village mo- 
Notony and boredom. The villagers were 
Wont to engage us in lively conversation 
once the ice was broken by our asking for 

ections when disoriented during our 
hiking excursions. At no time was their 
Tustic peace disturbed. 

P... = after camp continued to be 
bat a the patients daily asked to go 
aha peeks in the sun and said they 
€y were always as free to do so. 
ee that the patients communi- 
one another more freely and fre- 


po and that they approached ward 
4 Onnel more readily and easily, without 
€ usual 


Preliminary bluster or apology. 
DISCUSSION 


Arou 
Nd the clock, disturbed patients ot 
Sexes can be managed on one ward 
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with doors wide open, and even in the ab- 
sence of inviolate walls. Physical restraints 
can be entirely replaced by pharmacologic 
and psychological restraints. The use of 
drugs is not necessarily different from their 
use under conventional circumstances. 
Dosage is not necessarily larger, although 
timing is probably a more crucial proposi- 
tion. I have only once used as much as 
250 mg. of Chlorpromazine q.i.d. and then 
with an acutely manic patient. 

For precision in timing, the doctor is 
necessarily very dependent on the alertness 
of the nursing staff in making skillful diag- 
nostic observations. Indeed, this is the sine 
qua non of any successful attempts to open 
doors, which in turn helps develop its skill- 
ful exercise more acutely with the inevit- 
ably closer involvement of the staff with 
the patients in this setting. 

This treatment approach, therefore, is 
first and foremost an exercise in alert diag- 
nosis from observed social behavior. Only 
after skills in social diagnosis are operative 
will therapeutic community methods be- 
come effective. Diagnostic competence 
comes first, just as in traditional medical 
practice, but not along traditional diag- 
nostic lines: that is, not in terms of syn- 
dromes but in terms of ongoing behavioral 
changes, not the symptoms themselves, but 
the sequence thereof. Treatment, whether 
active or passive and expectant, then fol- 
lows as a matter of course. 

As in orthodox psychiatric practice, treat- 
ment may be purely symptomatic. In a 
therapeutic community setting this means 
the use of psychological restraints by en- 
couraging constructive ways of thinking 
and behaving with staff support of positive 
attitudes towards treatment. Patient-staff 
concensus with regard to treatment goals 
secondarily facilitate healthy identification 
with suitable members of the community, 
staff or patient. 
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Beyond its restraining influence, such a 
psychological climate also enables psycho- 
therapeutic encounters to proceed apace. 
Conscious insight may be beyond reach, but 
unconscious change in perspective, outlook 
and interpersonal expectations usually fol- 
low on the heels of an unexpectedly differ- 
ent, hopefully corrective emotional experi- 
ence, in Franz Alexander's terms (1). 

To preserve and maintain the climate at 
optimum warmth, drugs may be introduced 
before staff begin to feel desperate about a 
therapeutic impasse. Alternatively, active 
intervention by staff may be suggested or 
approved, in the matter of imposing their 
will firmly and unequivocally and at their 
discretion, should the situation call for di- 
rect and immediate action. Then they are 
expected to act before they get too angry 
with the patient who may be not merely 
testing limits, but challenging them. 

In sum, all forms of treatment are used 
when indicated, but in addition, diagnostic 
skills are further developed and acted on. 
Such deliberate exercise of diagnostic abil- 
ity is notoriously stale in closed wards, 
especially of chronic patients. One has but 
to read their nursing notes, if they are 
written at all, to see the very stereotyped 
description of patients—as if they were liv- 
ing in a veritable vacuum—from one dis- 
turbed episode to the next. 

Psychiatry has held its fascination 
throughout the ages, even when treatment 
methods were unavailing, because of its 
challenge to the nosology-oriented diagnos- 
tician. Now that pharmaco-therapeutics 
has pre-empted the stage and symptoms can 
be suppressed directly without bothering 
to group them into syndromes, I’m afraid 
it becomes even easier to maintain an im- 
personal approach toward cases. 

Open-door community living would 
strongly counterbalance any trend toward 
Custody plus Chlorpromazine equals Psy- 
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chiatry, or alternatively, Television + 
Tranquilizers = Treatment. For this rea- 
son, attempts to open doors lose their po- 
tential value when the decision is a com 
census arrived at, rather than a challenge 
to an able nursing staff. When it is agreed 
with ward staff to open their doors, then 
there is probably no point in doing it. 
Patients are easier to forget (as are children 
who are not always underfoot) when they 
are away from the ward than when they are 
physically present (5). Only when nursing 
potential (diagnostic and therapeutic) re 
mains untapped, as now, does this adminis- ` 
trative innovation become more than just a` 
novel eccentricity. Especially when, there- | 
after, the nursing staff accepts and elabo- 
rates the challenge, then one may be sure 
that a therapeutic community has evolved. 

It might not be too premature to expand 
Sivadon’s (6) criteria for a therapeutic com- 
munity to include, not only how patients 
respond to it—in terms of violent reactions 
diminishing, discharge rate rising, hospital | 
stay shortening, and adaptive behavior in- 
creasing—but also to include staff reactions 
to the patient group: Would the nursing 
staff feel comfortable, even perhaps enthu- 
Siastic, about taking their most disturbed 
patients (preferably of both sexes) out 
camping? It is not so much whether they 
have, but whether they could. If they did, 
did they find it worth the bother involved, 
and perhaps even enjoyable? 

The success of such an attempt to locate 
the hospital elsewhere, even for a short 
period, would also be a reliable index of ` 
the therapeutic orientation of the local and ` 
regional and hospital administrative pet 
sonnel, whose co-operation is absolutely es- 
sential and yet at the same time entirely 
volitional. In this instance, it is also a meas- 
ure of their courage. Such a logical exten- 
sion of the open-door hospital treatment of 
mental patients is justifiable here only on 
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_ experimental grounds, for it will never be 
widely practiced in England, where the 
weather is seldom favorable. 


COMMENTS 


In principle it seems to me that mental hos- 
pitals may confidently follow the example 
set by schools and colleges and move away 
from the traditional separation of the sexes. 
Their unsettling effects on each other are 
overstated and underexamined. 

The force of tradition is not to be mini- 
mized, however. Only recently, Lord Al- 
trincham (2) had occasion to deplore its 
hold on “monkish Oxbridge:” 

“Grave anxiety will be expressed about 
the moral effect of accommodating men and 
Women in the same college. Is youth to be 
corrupted out of deference to the cult of 
equality? Are Christ Church and King’s 
[Colleges] to be allowed to sink to the status 
of brothels? Are the chaste quads and 
fourts to become the scene of promiscuous 
Tevelry? My own guess is that the sexual 
Morals of undergraduates would probably 

no better, and certainly no worse, if the 
Teforms | hope for were enacted. There 
Could be separate blocks for men and 
ee, © there are in other universities 
ime a š ate °° phei propinquity is 

t e in an Oxford or 
bridge college. In any case, it is non- 
6 to suppose that men and women are 
nterested in each other when domiciled 
ore or so apart, but uncontrollably 

È =. when they are technically under 
= roof. A mixed college would not 
a x Stimulate cohabitation; it should be 

create an atmosphere of fairly peace- 

Coexistence,” 

Tom altruistic preventive separation of 
oa, prone students and mental pa- 
ive “< xd ut B step lower to virtual puni- 

ation” by effective geographical 
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isolation of criminals. Fortunately, some 
progressive penal institutions, e.g., in the 
Philippines, do not automatically insist on 
interposing reinforced glass and iron bars 
between prisoners and their wives as part 
of their sentence for any crimes of which 
they stand convicted. 

Our practical experience with open-ward 
management of “disturbed” mental patients 
does not confirm the inevitability of chaos, 
if the attitude of the experimenters is one 
of responsible optimism, even in the ab- 
sence of floor-to-ceiling barriers between 
sexes. 


RESULTS 


Our unit catchment area includes, of course, 
not only the hospital catchment area but 
also the other wards of the hospital itself. 
All disturbed patients who cannot be 
handled in any of the other wards are trans- 
ferred to us for management, and usually 
are subsequently discharged from the hos- 
pital directly from our unit. 

There were 877 patients in the hospital 
when the doors were opened—which is also 
when I started working in Littlemore—and 
nine months later there were only five-sixths 
of that number left in residence. The ratio 
of my admissions to my discharges was also 
5:6, 52 admissions and 62 discharges. This 
discharge rate is not necessarily synonymous 
with complete recovery; it only means that 
the hospital has 62 fewer patients against a 
corresponding gain of 52. Of my 52 admis- 
sions, only 3 have remained continuously in 
hospital, two of them within the last four 
months, and all of them now spend most of 
their time away from the ward: one in out- 
side employment, one at the Rehabilitation 
Training Center in Oxford, and the other 
(G.H.) as mother’s help in a doctor’s house. 

Of the patients who have been discharged 
from my unit, about 15 per cent have been 
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in the hospital over three years continu- 
ously, one up to 18 years. Moreover, three 
of them had already been hospitalized be- 
fore their last admission, and so have 75 
per cent of our admissions to the unit, al- 
though they never stayed more than two 
years at any time. Only four have diag- 
noses of cyclical or affective psychoses. 


SUMMARY 


The evolution of a mixed ward for dis- 
turbed patients in a mental hospital where 
there was physical, traditional, and admin- 
istrative separation of the sexes, is described. 
That such a ward could function with its 
doors open, and facilitate rather than 
hinder diagnosis, treatment, and on-the-job 
training for ward staff, merits consideration 
for wider inclusion in accepted hospital 
psychiatric practice. 


The secondary morale-building potential 
of an open-door hospital is high, since it 
makes more appropriate demands on the 
nursing profession and liberates its mem- 


58 


bers from being mere custodians of ward 
census. 

It is further suggested, from our expe 
riences, that open-door hospital psychiatry 
can logically be extended in practice to in- 
clude open-air management, even of dis- 
turbed patients, during favorable seasons 
of the year, once a therapeutic community 
has fully matured. 
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s, particularly domesticated ani- 
have served man in many ways 
ughout the centuries. Some, like the 
increased man’s mobility and mili- 
Powers. Others eased the human work 
Man has obtained clothing and even 
from animals. In addition to their 
"a €ss to man while alive, most animals 
in death have served man by provid- 


The cat and the dog were to become 
S chief pets. Although all felines and 
nes did not necessarily live in luxury— 
Were they always exempt from work— 

° Pet was in the advantageous posi- 
being served by, rather than serving 
mue, cats kept houses liberated from 
md dogs frightened intruders away, 
© are not sufficiently cogent reasons 


The dog as a “co-therapist” 


for the devotion and attention humans 
shower upon their dogs and cats. One may 
reasonably conjecture that man, himself 
prone to exerting the least possible effort, 
was moved to extend himself on behalf of 
house pets by strong and compelling drives. 

In the opinion of this author, the im- 
portance of the house pet to man is psy- 
chological rather than practical. In many 
ways, the relationship between man and 
dog, especially between child and dog, can 
be more salutary than one between two 
human beings. A faithful dog will satisfy 
his master’s need for loyalty, trust, respect- 
ful obedience, as well as submission. Intu- 
itively, man has always been aware of the 


Dr. Levinson is director of the Psychological Center 
and professor of psychiatry, Graduate School of 
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deep psychological needs which could be 
satisfied by the subtle services of the house 
pet. Consciously, however, man has gen- 
erally chosen to explain his adoption of 
house pets as an expression of his “love of 
animals,” a more palatable term than many 
which might be used in more critically an- 
alyzing the psychological needs involved. 

For the child, particularly the disturbed 
child (unless a serious fear of dogs has 
developed) the benefits of having a pet can 
be many. The potential therapeutic values 
are obvious. This writer was therefore 
quite surprised to find, upon careful scru- 
tiny of many published sources, that no 
reports could be found of the planned use 
of the dog as an aide in therapy with dis- 
turbed children. This author wishes to 
report here, therefore, cases where the suc- 
cess of treatment can be attributed largely 
to the function of a dog featured in the 
therapy constellation. 

My first insight into the possible use of 
a dog as an “accessory” in the treatment 
of disturbed children came about inad- 
vertently eight years ago. At that time I 
rejected any thought of pursuing this sub- 
ject further because it seemed much too 
unorthodox. Presently, however, I am at 
a stage where I do not hesitate to modify 
accepted therapeutic principles if I feel 
that the patient will benefit. 

At this point in my career as a clinical 
psychologist, I am most critical and skepti- 
cal of any technique. What may be effec- 
tive for one patient at one time can often 
prove harmful for the same patient at an- 
other time or in another situation. A 
method that works with one patient will 
not necessarily work for another. This is 
a self-evident truth. In fact there is a great 
gnawing doubt in my mind concerning the 
etiology of successful treatment. Is there 
necessarily any veracity in the interpreta- 
tions we offer for our successes or failures 
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in therapy? Could the results possibly be 
attributed to anything so simple as the fact 
that we provide child patients with the ac- 
ceptance, companionship and opportunity 
they so need for emotional catharsis and 
sometimes for the satisfaction of ego ideals. 
Looking back, I realize that this change in 
my thinking about therapy crystallized 
when a dog stepped into my therapeutic 
practice. 

It is just eight years since a boy who had 
been unsuccessfully treated over a long 
period of time was brought to me by a 
desperate parent. Because this child ex- 
hibited increasing withdrawal, hospitaliza- 
tion had been recommended. I hesitated 
to accept the case but agreed to a diagnos- 
tic interview. As luck would have it, the 
distraught parent came an hour before the 
appointed time. I was busy writing. My 
dog was lying at my feet licking himself. 
I admitted the family without delay, for- 
getting the dog, who ran right up to the 
child to lick him. 

Much to my surprise, the child showed 
no fright but instead cuddled up to the 
dog and began to pet him. The parent 
wanted to separate the two, but I signaled 
the parent to leave the child alone. After 
a while the child inquired whether the dog 
always played with children who came to 
my office. Reassured by my affirmative 
answer, the child expressed a desire to re- 
turn and play with the dog. It is anyone's 
guess what might have been the child’s 
reaction had the dog not been present that 
morning. 

For several subsequent sessions this child, 
apparently unaware of my presence, played 
with the dog. Gradually, as some of the 
affection elicited by the dog spilled over 
onto me, I was included in the play. We 
came slowly to the establishment of a good 
working relationship and to the eventual 
rehabilitation of this young boy. 


therapy when the child fears dogs. The 
dog, quick to sense such fear, would be- 
come subdued and shrink away in “self- 
protection.” Such an experience would 
hardly be beneficial for the child. Conse- 
quently, it is of utmost importance for me 
to establish in advance whether or not my 
patient has any fear of dogs. If the fear 
is minimal and the need for this animal’s 
assistance is great, Jingles appears on the 
scene. 
It is standard procedure, therefore, for 
Me to discuss “pets” in an early interview. 
The range of parental attitudes toward 
pets and the variety of rationalizations of- 
fered by parents who refuse to have pets 
in the house are most revealing. Many 
Parents offer “allergy” as an excuse for 
barring dogs, and lean on medical author- 
ity, real or rationalized, for their decisions. 
To the best of my knowledge, no child has 
ever developed an allergy or a cold from 
contact with Jingles. 
Other parents fly the banner of hygiene, 
Cleanliness and disease. One may speculate 
about why an adult, particularly a parent, 
may not wish to have a dog in the house. 
„at is it in a dog that arouses the adult’s 
dden anxieties, perplexities and, possibly, 
Unresolved psycho-sexual problems? Per- 
aa the unabashed, uninhibited behavior 
ie, f dog symbolizes for the adult anxi- 
A ears and desires hidden in the un- 
i = Perhaps some adults are afraid 
€ presence of a dog will stir up and 


surf; ; 
ace some of these hidden anxieties. 


Since then, I have used Jingles, my dog, 
yery selectively with certain child patients. 
The dog cannot serve as an adjunct to 
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o 
A es are the roles a dog can play 


Š e sn to a child that only a few of 
h ore important ones can be discussed 
he dog can be and often is a com- 
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panion, friend, servant, admirer, confi- 
dante, toy, team-mate, slave, scapegoat, mir- 
ror, trustee, or defender for the child. 
When a child needs to love safely, without 
fear of losing the loved object and without 
losing face, the dog supplies this need. 
When a child craves a close, cuddly, af- 
fectionate, nonjudgmental relationship, the 
dog can provide it. Dogs can’t “talk back” 
when yelled at by a child. And no human 
being can offer to the child more general 
“acceptance,” in its fullest multiordinal 
levels of meaning, than the faithful dog, 
for whom the master can do no wrong. 

It is the author’s opinion that a greater 
understanding of the child’s need for cud- 
dling, love and affection, whether by ani- 
mals or human beings, would lead to more 
rapid recovery in many children. It also 
appears that an intense need to master 
someone or something that does not talk 
back, that accepts us no matter what we 
are, is overwhelmingly frequent among 
disturbed children. Disturbed children do 
not want to be judged. They want to be 
accepted, admired, and permitted to regress 
as far as is possible without their loved 
object berating them and creating a feeling 
of guilt. 

The child has the enriching experience 
of complete mutual “acceptance” in rela- 
tion to a dog. Even though the dog uri- 
nates, defecates, masturbates, and has pub- 
lic and almost indiscriminate sex relations, 
he is loved and accepted. In identifying 
with the loved dog, the child is bound to 
make comparisons and ask why he who has 
not transgressed as much cannot be ac- 
cepted? If the dog does not feel guilty, 
why should the child? If the dog is per- 
mitted to enoy his body, why cannot the 
child? 

The child can now permit himself to 
regress gleefully and joyfully. 

We should remember that many dis- 
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turbed children who are afraid of human 
contacts because they have been hurt so 
much and so often, have a strong need for 
physical contact. Since the hurt is not 
associated with the dog, this conflict re- 
solves itself. They will permit a dog to 
approach them; they will pet the dog and 
tell him all about their difficulties. A dog 
apparently can help them, for he poses no 
threat of emotional entanglement and thus 
may satisfy the child's need for physical 
contact. 

Some schizophrenic children are afraid 
to get physically close to the therapist. 
Possibly they are afraid that the hostility 
they emanate will alienate the only person 
who cares about them unconditionally and 
is nonjudgmental. They may also be afraid 
of getting close to the therapist because 
they sense that they have very loose ego 
boundaries, and getting close may mean 
that their egos will be swallowed by the 
stronger ego of the therapist. A dog pre- 
sents no such threat. Other schizophrenic 
children are also preoccupied with “intro- 
jected bad me.” It is much easier for them 
to find a “bad me” in the dog that is tol- 
erated, accepted, and loved, than in them- 
selves. 


THEORETICAL IMPLICATIONS 


The sometimes forgotten fact that the same 
techniques cannot be used with children 
as with adults bears repetition. Children 
ordinarily do not admit that there is any- 
thing wrong with them and that they need 
treatment. They usually do not feel an 
inner urge or need to come. They are not 
aware that whatever discomfort their anx- 
iety causes them can be alleviated by the 
therapist. Parents initiate therapy, and we 
need the parent’s co-operation in order to 
continue. This means that there is an 
extra responsibility placed upon the thera- 
pist—which is usually nonexistent with the 
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grown-up—to create a beginning in a thera- 
peutic relationship. The therapist must 
prove his usefulness to the child. 

In this connection, it is worth-while to 
remember that although the child may tell 
us that he does not know what it is all 
about, actually he is aware, whether com 
sciously or unconsciously, that there is 
something wrong with him and that he is 
not like others. The mere fact of his being 
discussed at home, of parents being unduly 
concerned about him, of his being brought 
in to a psychologist for an evaluation, 
brings about a qualitative change in the 
child’s self-evaluation and feeling of being 
atypical, unusual or sickly. 

Something reassuring must be done in 
the first interview to make the child feel 
that the therapist will make living more 
comfortable, that the therapist understands 
him and is ready to help. A dog brought 
in at this point may “break the ice” and 
be of assistance in developing a relation- 
ship with some children. 


TRANSFERENCE 


It is well-known that transference, as we 
understand it to exist with adults, cannot 
exist with children. First, the active face 
to-face relationship between a child and 
his therapist does not permit the develop- 
ment of a deep transference, Further 
more, children have parents who are with 
them and who control their destiny. The 
parents are thus not introjected, shadowy 
figures who control the patient through un- 
conscious remote control. 

A deep transference to a therapist would, 
therefore, present a threat to a child and 
might bring about unnecessary conflicts. 
The establishment of a beginning rela- 
tionship with an animal is less threatening 
and thus leads to the establishment of 4 
comfortable, nonthreatening, reality-ori- 
ented therapy with the child. 


procedure for introducing Jingles 
child, or the child to Jingles, has 
miomatically standardized itself. Gener- 
ally, the child plays with the dog, asks 
ingles to shake hands and dance. A 
may be offered to the dog as an 
ieentive. One child said to me, “I am 
J Jingles—I also want to dance.” This 
iid got down on his knees, started to 
like a dog, and asked me to give him 
okie. In great joy and glee, he then 
d up the waste basket, scattered its 
Mients, put it on his head and started 
Wling like a wolf. This apparently re- 
d him and he went on with his play 
ual. He then said to me, “Why can’t 
u have two dogs and why can’t you take 
s one of them.” Interspersed with his 
quest were questions about myself— 
I had a wife; how many children 
d; how big they were, etc. 
twas clear that the child wanted to be- 
part of my family. If the human 
plement was full, the dog complement 
= not, and he would like to be con- 
d, if a vacancy existed. 
ometimes children cannot acknowledge 
t that they would like me to share 
3 thing with them. For these children 
O feel worthless and undeserving of any 
Aness, the ability to ask for something 
š then to reciprocate, is, in my mind, 
Mdication of progress and movement. 
‘ children do not hesitate, however, to 
_ Jingles is hungry,” or “The dog wants 
h The child raids the refrigerator 
a We prepare a meal in which we all 
fake: the dog, the child, and the thera- 


>On € children make a ritual of the meal. 
tive patterns appear over and over 

€y come with crackers and cook- 
force” Jingles to eat and repeat pat- 
4. Sy have learned at home. Others, 
Par rebellion against the compulsivity 
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of their homes, place the food on the 
floor and both child and dog eat. The 
child smells the food, makes animal noises, 
licks his hands. Later, the child assumes 
a more comfortable position at the table, 
with Jingles sitting at the head. Eventu- 
ally, however, the need for the dog's pres- 
ence may disappear and the child no longer 
invites Jingles to participate in the session. 
One of my former patients had a tend- 
ency to visit the neighborhood candy store 
and tested out my acceptance of him by 
asking me to buy little knick-knacks, Jin- 
gles was usually taken along. The child, 
who at the beginning of our therapeutic 
relationship would look at the dog from 
a distance and would be afraid to approach 
him, finally, after many half-hearted and 
tentative trials, leashed the dog. The roles 
were reversed; he took the dog again to the 
same candy store, would have whispered 
consultation with Jingles as to what kind 
of cookies the dog wished to have, and 
would buy these, presumably for Jingles. 
Actually the cookies would be eaten by the 
child. The impression, however, that the 
child tried to convey was that he was the 
dog’s master and could order Jingles 
about. Even more important was the es- 
tablishment of the fact that the dog was 
now his friend and ally and not mine. 
Many disturbed children cannot tolerate 
monotony. Because of their inner restless- 
ness, created by their inner emotional tur- 
moil, they look for new activities which 
may momentarily quench their anxieties. 
Some of these children are aware of this 
need and are very much embarrassed at 
their lack of control. These boys and girls 
welcome the appearance of a companion 
who is just as restless as they are and on 
whom they can project their own desires. 
Jingles, they say, wants to do this or that; 
Jingles is restless and wants to explore every 
nook and crevice of the office or to follow 
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the delicious smells of the outdoors. The 
need to “save face” is also satisfied by the 
dog. 


INTERPRETATION 


Working within any therapeutic relation- 
ship, one must have a general orientation. 
What is one looking for in treatment? 
What are the goals? What does one know 
of the patient's reactions? We must always 
bear in mind that the therapist may be a 
somewhat threatening figure about whom 
the child has heard before he came for 
treatment. 

He knows that the parent has spoken 
about him to the therapist. He wonders 
about what was said, and he is most anx- 
ious that the therapist “doesn’t tell on him” 
to his parents. Introduction of a dog at 
this point, an animal which is sympathetic, 
listens, and obviously cannot tell, may be 
crucial. (Did we consider the motivation 
of the stranger who buttonholes you, tells 
you his troubles, and gets off at the next 
stop. What did he get out of this outpour- 
ing for himself?) The child grows in his 
ability to tolerate and to consciously ex- 
perience emotions formerly denied. 

When working with young children, 
there is little need for interpretation and 
quite a bit of need for emotional re-ex- 
periencing. We must further remember 
that for the very disturbed child, reality 
and fantasy are almost indistinguishable 
and what the child does in the therapist's 
office may, in his unconscious mind, be 
equated with a fantasy experience. It 
seems to me that as good results may be 
achieved without interpreting, since the 
conscious and unconscious material is so 
interchangeable. 

If interpretation is called for, I always 
attempt to interpret in terms of the child’s 
reality experiences, and I shy away as 

much as possible from all fancied and far- 


64 


fetched explanations. As a matter of fact, 
when the child’s repressed emotions are 


coming out, both he and I become aware 
of the importance of what transpired and 
little interpretation is necessary. This in- 
terpretation is based upon my belief that 
in therapy one is not trying to eliminate 
certain undesirable thoughts or emotions, 
but trying to synthesize both acceptable 
and unacceptable drives and have the child 
become aware of the fact that the so-called 
unacceptable part of himself is acceptable. 
This, as can be seen from the above, is 
much more easily done through an identi 
fication with an animal. 

Since some of these children have an 
inadequate perception, it is most difficult 
for them to understand how a dog can 
smell and hear things they cannot perceive. 
Why does a dog smell? Why don’t chil 
dren smell as much? What smells, etc., do 
the children like and dislike? 

At this point we may have a little dis 
cussion about feelings to illustrate how 
some people perceive and feel things that 
others do not. Just as the dog does in 
concentrating on a very faint, but to him 
most important, scent and forgetting what 
to the child would appear many more im 
portant things, we may perceive just one 
little insignificant item out of a totality 
and forget the grand picture in front of us. 
This gives the child an opportunity to dis 
cuss some of his own sensations and vaguely 
to grope as to whether they are as im 
portant and meaningful to others as they 
appear to him; and what their meaning 
may be in the interlocking play of ideas 
and emotions, 

Very often children express the desire 
to kill Jingles. I am able to interpret t0 
them that maybe there was something 
about Jingles’ behavior that they did not 
like and that they wished to kill that part 
of him which was responsible. I woul 


greatly hesitate to make the same interpre- 
tation to the children who tell me, and this 
“happens so frequently, that they hate me 
and wish to kill me. I can then gently 
lead into the topic of our not liking some- 
thing in ourselves, looking and finding it 
in others, and then wishing to destroy it. 
Some children become interested in the 
dog’s phallus. Why does the dog lick him- 
self perpetually? Is he dirty? Does he 
like it? Are people that way too? A nat- 
, ural jumping-off point is then provided 
"fora realistic discussion of dog and human 
Sex activities. One does not become preg- 
nant through kissing. Clarification regard- 
ing masturbation and the problem of birth 
is sometimes brought about. Why does the 
dog fight with other dogs? Why does he 
Tun after other dogs? This may help the 
Child to think in terms of sibling rivalry 
and jealousy. Sometimes children attempt 
to imitate dog’s elimination activities, and 
we discuss differences between boys and 


girls 


NEEDED RESEARCH 


The point the writer tried to make in 
S article is that the dog serves as a cata- 
tic agent, helping the child to regress, 
Accept himself and progress tentatively, and 
en more surely, on the road to self-dis- 
covery and self-healing. 
Owever, this Paper probably raises more 
Questions than it can answer. 
a what is the role of the dog here? 
Rca on he bring insight into the situa- 
Rot Ow is the path toward the rocky 
sa j maturation taken? How can 
sa ue and sometimes substitute for a 
dog is Is the relationship between the 
: at similar to that between the 
Pitt whe therapist? What about the thera- 
; Cannot share the child with a dog? 
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Finally, what kind of a dog is most useful 
in therapy? These are all very interesting, 
even though, some may feel, farfetched 
questions. 

The need for a definite research program 
is indicated. What roles are played by the 
personalities of the child, the therapist and 
the dog? What relationship exists be- 
tween the dog and the patient? What are 
the patient’s and the dog’s needs? What 
role does the need for mastery, for depend- 
ency, the need for imitation play? 

Maybe some day we shall advance so far 
in our understanding of animals and their 
meaning to human beings that we shall be 
able to prescribe pets of a certain kind for 
different emotional disorders. 

It seems to us that the type of pet one 
chooses is a reflection of one’s personality. 
Some people may feel more comfortable 
with large animals, others with small. A 
child who may shy away from human con- 
tact, who is frightened when you touch him 
and say an endearing word to him because 
he senses harshness and rejection beneath 
the sugary facade, may react very well to 
animals, and will love and relate to them. 
In fact, the animal may trigger in the dis- 
turbed, ego-centered child the first break- 
through of concern for something outside 
himself, Once this door is wedged open, 
the emergence of a socially-oriented person 
able to maintain himself in the world, be- 
yond the dark, narrow cell of the self, be- 
comes both possible and probable. 

It seems not too farfetched to conceive of 
the systematic use of the dog in therapy. 
The creation of a well-trained Canine 
Counseling Corps for Children might elicit 
snickers and sneers and charges of “fantasy- 
ing.” Nevertheless, a dog corps served this 
country heroically in the performance of 
military tasks in World War II. Why not 
as psychotherapeutic aides? 
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The procedures through which persons in 
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Dr. Mechanic is assistant professor, Department of 
Sociology, The University of Wisconsin, Madison, 
Wis. 

This is a revised version of a paper presented at 
the Annual Meeting of the American Sociological 
Association in New York City in August, 1960. 
The impressions reported here stem, in part, 
from exploratory interviews and observations at 
two California hospitals. These observations were 
carried out with the assistance of Research Grant 
MF-8516 of the National Institute of Mental 
Health. 

1 Hollingshead, A. B. and R. C. Redlich, Social 
Class and Mental Illness (New York: John Wiley 
& Sons, 1958); Myers, J. K. and B. H. Roberts, Family 
and Class Dynamics in Mental Illness (New York: 
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and treated are frequently unclear. On 
some occasions persons exhibiting relatively 
mild symptoms are identified as psychiatric 
problems and appear for treatment, while 
persons with more serious psychiatric symp 
toms go unrecognized and untreated. 

Yet the routes taken by patients who até 
brought to or appear at the hospital, clinic 
or office of the private psychiatrist, provide 
the sociologist with an opportunity to. il 
luminate the processes of patient selection 
and treatment. 

A number of studies along these lines! 
have contributed richly to our understand: 
ing of these processes. These studies hav? 
pointed to the varying definitions of illnes 
that are made at various locations in 


social structure.? For example, the patient 

may view his own illness in terms of his 
1 feeling state; his employer might evaluate 
_ his symptoms in terms of his apparent de- 
_ viation from group requirements; and his 
| family may adjudge him “ill” on the basis 
of the attitude he professes or his situa- 
“tional behavior. 

Yet definitions are made; patients do ap- 
pear for treatment—although at times by 
rather devious routes—and_ psychiatric aid 

is administered. It is the major purpose 
of this paper to consider some of the defi- 
nitions that are made, the conflicts that oc- 
cur, the manner in which resolutions are 
attempted, and the effects of the defini- 
tional process on the eventual decisions 
a to who receives treatment. 

In essence, I will draw a descriptive model 
of the definitional processes by which per- 
fons within a community are adjudged 

mentally ill” by family, friends, commu- 
mity authorities and even by themselves, 
based on observations made at admission 
Wards in two California mental hospitals 
and other reported research results. 

The early definitions of mental illness, 
Specially in middle-class populations, are 
ely to take place in the groups within 
E e person primarily operates; eval- 
bes a made by family, fellow employ- 
E- n " and employers. If symptoms 
s are not recognized as such by 
Eroups ap the individual's more primary 
. a unlikely that he will become 

is n o psychiatric personnel unless 
in ptoms become visible, and disturb- 

Ë enough to lead to his commitment to 
tie © treatment center by external authori- 


On : : 
n Other occasions, it is the person him- 


fev. ©, in comparing his feelings and be- 
how he thinks others feel 


a or with 
chave ‘or with how he has felt and 
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behaved in the past, defines himself as ill 
and seeks what he regards as competent 
help. 

Finally, when patients appear for psy- 
chiatric treatment, either on their own voli- 
tion or under pressure of significant others, 
the physician evaluates the symptoms and 
then comes to some decision about the 
“illness.” These various evaluations by 
the person himself, by his social group, by 
community agencies, and by psychiatric ex- 
perts may be more or less consistent. How- 
ever, discrepancies often occur, and when 
they arise, adequate solutions for resolving 
these differences are not always readily 
available. 

Problems of definition arise, in part, be- 
cause all behaviors occur within specific 
group contexts, and the frames of refer- 
ence of the evaluators are not always com- 
parable. Also, since the evaluators may be 
located at different foci of interaction with 
the person, the behavior they see may dif- 
fer significantly. 

The behaviors defined as symptoms of 
“illness” may be as much characteristic 


John Wiley & Sons, 1959); Clausen, J. A. and Marion 
R. Yarrow, eds., “The Impact of Mental Illness 
on the Family,” Journal of Social Issues, 11 (Decem- 
ber, 1955); Cumming, Elaine and John Cumming, 
Closed Ranks (Cambridge, Mass.: Harvard Univer- 
sity Press, 1957). 

For an excellent study of the relationship be- 
tween social class status and mode of treatment 
received, see Myers, J. K. and L. Schaffer, “Social 
Stratification and Psychiatric Practice: ‘A Study of 
an Outpatient Clinic,” American Sociological Re- 
view, 19(June, 1954), 307-10. 
2For some reviews of the problems of definition, 
see Jahoda, Marie, Current Concepts of Positive 
Mental Health (New York: Basic Books, Inc., 1958); 
Redlich, F. C., “The Concept of Health in Psychia- 
try,” in Leighton, A. H., J. Clausen and R. Wilson, 
eds., Explorations in Social Psychiatry (New York: 
Basic Books, Inc. 1957); and Cumming and Cum- 
ming. op. cit. 
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of some particular situation or group set- 
ting as they are enduring attributes of per- 
sons. For example, even with purely phys- 
iological symptoms, social definitions are 
applied which have important conse- 
quences for the patient and the course of 
his illness. The symptom may be defined 
as a sign of “illness” and receive the usual 
considerations of the sick role, or it may 
be viewed as an unjustifiable attempt to 
seek relief from legitimate expectations. 
It may be evaluated as a symbol of high 
prestige and community status (as a battle 
wound) or it may be seen as a consequence 
of and shameful activities (as 
might be the case with vencreal disease). 
The symptom, in sum, may be worthy of 
group consideration, sympathy and sup- 
port, or it may be punished, criticized, or 


reacted to quite differently from, for ex- 
ample, persons who have difficulties during 
such stressful situations as bereavement. 


Relevance of Behavior,” Sociometry, 20(March, 
1957), 75-85. Kingsley Davis also presents an argu- 
ment similar to the one offered in the text of this 


to change the lay evaluation of what constitutes 
“mental illness." A study by Woodward, J. L. 
“Changing Ideas on Mental Illness and Its Treat- 
ment,” American Sociological Review, 16(August, 
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Although seemingly obvious, it is 
portant to state that what may be vi 
as deviant in one social group may 
tolerated in another, and rewarded in 
other groups. How group members views 
particular behavior is likely to influ 
both the frequency with which it occurs and 
the extent to which it is exhibited. Is 
other words, all groups exercise consider 
able control over their members. 

“Mental illness” and other forms of deve 
ancy become visible when persons in the 
participant's group recognize his inability 
and reluctance to make the proper 
sponses in his network of interpersonal 
lations. How a particular deviant behavi 
is to be evaluated depends largely on 
frame of reference the evaluators assume 
Whether a deviant act is seen as evid 
of “crime,” “corruption,” “illness,” and 
on, will be contingent on the criteria wi 
which the evaluator operates and how 
applies them. 

It is hypothesized that the evaluator 
tempts to understand the motivation of 
actor. In the language of Mead, he ass 
the role of the other and attempts to 
pathize. If the empathy process is succes 
ful, the evaluator is likely to feel that he ha 
some basis for labeling the deviant act # 
“delinquency,” “undependability,” or what 


empathizing with the actor and where 
finds it difficult to understand what a 
tributed to the response that the behavior 
is more likely to be labeled “queet 
“strange,” “odd,” or “sick.” 

There are behaviors, however, where 
distinction is unclear; where, for exam 
an understandable crime is committed, 
the expressed motive makes little sens 
it thus becomes difficult to decide wheth® 
the actor is a “criminal,” a potential “m 
tal patient,” or both.* In general, ho 


is regarded usually as a resi- 
ory for deviant behavior having 

tly specified label. 
arse the physician trained in the 
of the mentally ill, applies dif- 
teria to behavior than does the 
The criteria he applies to deviant 
© are more closely related to the 
fof pathology he holds than to his own 
for inability to take the role of the 
he criteria he holds, however, are 
š indefinite and the physician who 
fs in large treatment centers often 
Sume the illness of the patient who 
before him and then proceed to 
treatment. Both the abstract 
the physician's theories and the 
tations imposed upon him by the 
penal structure of which he is a part 
Ht impossible for him to make a 
Study of the patient's illness or even 
tain if illness, in fact, exists. In- 
it becomes necessary for him to as- 
€ illness of the patient and to apply 
to the alleged if not recogniz- 
ms. The consequences are that 
decision about illness usually 
to the patient's admission to 
al and this decision is more or 
== YY non-professional members of 
munity. It therefore becomes a 
M considerable interest to under- 
these nonprofessional members 
munity define “mental illness.” 
‘Moving on to discuss the vari- 
ecting community definitions of 
Aness,” it is important to empha- 
detail the preceding point: 
IC decision about illness is 
by community members and 
al personnel. Although the 
usually found in mental 
are occasions when very 
80 unattended while mod- 
Persons receive treatment. 


Factors in mental illness 
MECHANIC 


This selection is clearly based on social 
criteria, not on psychiatric ones. 

The layman usually assumes that his 
conception of “mental illness” is not the 
important definition since the psychiatrist 
is the expert and presumably makes the 
final decision. On the contrary, commu- 
nity persons are brought to the hospital 
on the basis of lay definitions, and once 
they arrive, their appearance alone is usu- 
ally regarded as sufficient evidence of “ill- 
ness.” 


In the crowded state or county hospitals, 
which is the most typical situation, the psy- 
chiatrist does not have sufficient time to 
make a very complete psychiatric diagnosis, 
nor do his psychiatric tools provide him 
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1951), 443-54, indicates that in at least one com- 
munity persons are becoming more sensitive to 
what physicans regard as signs of “mental illness.” 
However, more recently, Shirley Starr, in the an- 
alysis of data from a National Opinion Research 
Center survey, points out that for most 
“mental illness” is associated with violent, unpre- 
dictable behavior. 

The Cummings, op. cit., found that persons in 
the community they studied had fairly simple no- 
tions about “mental illness,” and that they were 
relatively immune to the influence of an educa- 
tional mental health program. In their book they 
attempt to analyze why this program failed. 

As the public image of “mental illness” slowly 
changes to conform more closely to that held by the 
professional psychiatrist, predictability and the 
ability to take the role of the other may become 
less important in the evaluation made by lay per- 
sons. 

R. T. LaPiere, in The Freudian Ethic (New York, 
Duell, Sloan & Pearce, Inc., 1959) argues that the 
therapeutic ethic has influenced many segments 
of social action and that the consequences are that 
deviant persons are absolved from responsibility 
for their actions regardless of the direction of 
deviancy and the abilities of the evaluators to un- 
derstand the motivation for deviancy. From this, 
argues LaPiere, stems the ideology of permissive 
and nonpunishing prisons, therapeutic schools for 
delinquents, etc. k me 
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with the equipment for an expeditious 
screening of the patient. If he is a psychia- 
trist trained in the more orthodox psycho- 
analytic notions, his belief system makes 
it impossible to determine the “sickness” 
or “wellness” of the patient, since the 
classical theories assume that all people 
have unconscious drives which interfere 
with optimal functioning, and no clear 
practical criteria are provided for judging 
the “sick” from the “well.” 

In the two mental hospitals studied over 
a period of three months, the investigator 
never observed a case where the psychiatrist 
advised the patient that he did not need 
treatment. Rather, all persons who ap- 
peared at the hospital were absorbed into 
the patient population regardless of their 
ability to function adequately outside the 
hospital. 

In this regard, it is important to note 
that mental hospitals care for more than 
the mentally ill. The unwanted, the aged, 
the indigent, the lonely, and others often 
enter public mental hospitals voluntarily. 
For example, on an alcoholic ward in a 
hospital studied by the author, staff gen- 
erally recognized that as weather became 
cold and as snow began falling, indigent 


5 Lemert has pointed out that when an “ill” person 
deviates from role expectancies, his social visibility 
increases and others are constrained to respond ac- 
cordingly to his behavior. In cases of violence and 
disorderly conduct, police action more often is 
taken. Where less violent behaviors occur—delu- 
sion, hallucinations, restlessness—if action is to be 
taken at all, it is likely to be taken by more pri- 
mary associates. See Lemert, E., “Legal Commit- 
ment and Social Control,” Sociology and Research, 
80(May-June, 1946), 370-78. 


6In this regard, Jones and deCharms, op. cit., 
found that behavior does not appear to have a 
constant meaning, and that the attribution of stable 
characteristics to behavior is dependent on the sig- 
nificance of the behavior for the perceiver’s own 
value-maintenance or goal attainment. 
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alcoholics would enter the hospital volun- 
tarily, only to return to their usual patterns 
of life when the weather improved. 

Psychiatric hospitals filled well over 
capacity will attempt to control more care: 
fully those they will accept for treatment. 
But should beds be available, as was the 
case with the hospitals studied, it is likely 
that they will absorb whoever appears, at 
least for a time. This suggests that the 
definition of “mental illness” made by the 
lay public is crucial with regard to who is 
treated, and comprehension of medical cart 
programs requires an understanding of how 
such definitions are made. 

Intervention in a situation of “assumed 
mental illness” by family, friends, and oth 
ers in the community is highly dependent 
on the visibility of symptoms.' Persons 
recognized and treated may not be those 
most in need of treatment by psychiatric 
criteria. Rather, it is at the point at which 
deviancy is most easily and clearly recog 
nized—and most disturbing to the group— 
that pressures of various sorts are brought 
to bear on the person. Intervention, then, 
is likely to occur only after the person be- 
comes a problem to himself or others, 0" 
gives definite indications that he will soon 
be a problem. 

In evaluating the criteria by which vis 
sible symptoms might be judged, one prat 
tical basis is the extent to which the per 
son failed to fulfill expectations adequately 
in performing his primary social roles 
(especially his familial and occupation 
roles), and the extent to which he violat 
legal and moral norms and highly impor 
tant values of the group. 

Whether a definition of deviancy is mad? 
and acted upon will depend largely og 
how serious the consequences of this devi 
tion are for the group. Some deviant be 
haviors are rewarded and tolerated. Othe 
have some idiosyncratic function for the 
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group, as is often the case with the “comic.” 
Perhaps the deviant may be thought of as 
“eccentric.” “queer,” or “strange” but not 
sufficiently so to merit a definition of ill- 
ness. However, should the deviancy begin 
to have serious consequences, because it is 
damaging or harmful to the individual, a 
group, or both, or because it becomes so 
visible to external groups that the family 
Suffers loss of status, it might be redefined 


as “mental illness” and the person sent for . 


treatment. 

In some groups, of course, the stigma 
attached to a definition of mental illness 
is sufficiently great to bring about group 
Tesistance to such a definition.? However, 
other factors being constant, a definition 
of “mental illness” is more likely to be 
Made as the serious consequences of the 
deviancy increase.8 

The size and form of social structure 
characteristic of a community can affect the 
Visibility of symptomatology, hence its con- 
Sequences and definition. The data rele- 
Vant to this area, however, are not very 
Clear. It appears that in the autonomy of 
a large and impersonal network of relation- 
Ships, the social visibility of persons lessens 
and Symptoms may not be defined as read- 
ily as n More intimate communities. How- 
a m the latter case, where the demands 

Social life may not be as rigorous and the 
Es may not be as much of an incon- 
me the behavior is more likely to be 
aro or tolerated, and the deviant can 
asa social roles more readily. 
tures, See more impersonal struc- 
NA al "ities required to obtain suffi- 

i oe may be greater, and 
tonal ress andicapped in his interper- 
time ae co may have a more difficult 
‘lig 8 a satisfactory adjustment to 


N demands.» 


Ta 
ba, Š Visibility and consequences of de- 
Y also increase as the deviant act in- 
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creases in frequency. Other factors being 
equal, the frequency of a deviant act will 
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TIn his research Clausen, et al., op. cit., reports 
large differences in the degrees to which primary 
group members are willing to support and tolerate 
persons displaying schizophrenic symptoms. For 
excellent general reviews of the sociological mental 
health literature, see Clausen, J. A., “The Sociology 
of Mental Health,” in Merton, R. K., L. Broom, and 
L. S. Cottrell, Jr., eds., Sociology Today, (New York: 
Basic Books, Inc., 1959), 485-508; and Clausen, 
J. A. Sociology and the Field of Mental Health, 
(New York: Russell Sage Foundation, 1956). 


8 From time to time, situations do occur where 
the social group uses the label “mental illness” 
as an excuse to rid itself of one of its members, 
if his presence or behavior are becoming annoying. 
This seems to occur relatively frequently with aged 
members in our society. 


The absence of a strong familial feeling of re- 
sponsibility to the aged often leads to hospitaliza- 
tion, especially in cases where the person makes 
more than the usual demands for care and atten- 
tion, Often it becomes convenient for the family 
to view increasing demands as symptoms of “mental 
illness.” 


9 The data in this general area lead to difficult 
problems of interpretation. Clausen writes: 


“To explain, in part, the differential distribu- 
tion of rates of hospitalization found by Faris 
and Dunham, Owen suggested that mentally ill 
persons are perceived and dealt with differently 
in different settings. Thus far, no one has demon- 
strated that the areas of the city and segments 
of the population with the highest rates of hos- 
pitalization are characterized by a higher rate of 
recognition of mental illness than are other areas. 
Several studies suggest that, if anything, the 
reverse is true. There is substantial documenta- 
tion, however, of the fact that the social status 
of the mentally ill person tends to influence the 
perception by his family and others of the nature 
of his problem, their modes of dealing with him 
prior to his entering medical-psychiatric channels, 
and the kinds of services offered to him by psy- 
chiatric clinics or hospitals.” (Sociology Today, 
ob. cit., 494-95.) 


The difficulties with the available data stem from 
the fact that important effects work at cross-pur- 
poses, and the studies, thus far, have not adequately 
controlled for these effects. One such factor is the 
varying toleration levels in the different kinds of 
communities reported by Eaton, J. and R. J. Weil, 
Culture and Mental Disorders: A Comparative 
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affect how likely it is to be noticed, de- 
fined, and acted upon. Moreover, as the 
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Study of the Hutterites and Other Populations 
(Glencoe, Ill.: The Free Press, 1955). They report 
that the Hutterite culture, which seemingly had 
little mental illness, in fact, had prevalence rates 
similar to those found in other groups, but that 
in this culture mental illness was handled differ- 
ently from the way it was handled among other 
groups. ' 

Thus, while there may be lesser visibility in 
larger social structures, group toleration or the 
ability to make use of the psychologically handi- 
capped may be more limited. Further research 
is needed in this general area, with a clearer de- 
lineation and control of visibility, tolerance, and 
role variables. 


10In this respect, the data reported by Glass are 
especially interesting. See Glass, A. J., “Psycho- 
therapy in the Combat Zone,” in Symposium on 
Stress (Washington, D.C.: Army Medical Service 
Graduate School, Walter Reed Army Medical Hos- 
pital, 1953). He reports that when psychiatry 
casualties were evacuated to psychiatric facilities 
during the North African and Sicilian campaigns, 
few patients were salvaged for combat duty. 

The psychiatrist usually assumed the patient was 
“ill” and “sought to uncover basic emotional con- 
flicts or attempted to relate current behavior and 
symptoms with past personality patterns,” which 
seemingly provided patients with “rational” rea- 
sons for their combat failure. Both patient and 
therapist were often readily convinced that the limit 
of combat endurance had been reached. 

On the other hand, when patients were sub- 
sequently treated in the combat zone with such 
interpersonal devices as suggestion, influence, etc., 
a much higher percentage were returned to com- 
bat. 

As Clausen points out, “maintaining ties with 
their outfits and preserving a conception of them- 
selves as somehow being able to cope seem to have 
given many men the strength to do exactly that... . 
A good deal of research is needed to learn under 
what circumstances withholding the label ‘mental 
illness’ may lead to more effective coping than 
would combining, labeling and therapy.” (See 
Clausen, Sociology Today, op. cit. 503.) 

Clausen’s comments are especially interesting be- 
cause we have some evidence that during periods 
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` group vulnerability. 


comes more annoying to the group and 
some sanction is more likely to follow. 
Depending upon life circumstances, 
groups—both family and community—dif 
fer in the kinds and degree of toleration 
they have for various behaviors. When 
the vulnerability of the group increases, 
its toleration for deviancy decreases.1° Dur- 
ing stress situations and crises, vulnerability 
increases, group solidarity becomes more 
essential, and deviation is treated more 
harshly, especially where the deviation 
exacerbates the crisis and further increases 


deviant act increases in frequency, it 


Moreover, during periods of family and 
community stress, deviancy may increase 
because already handicapped persons find 
themselves unable to cope with the new 
and rigorous demands made upon them. 

There are occasions when a person's 
behaviors, while tolerated in the primary 
group, become visible to authorities in thé 
person's secondary groups who may have 
different values and standards. Hence 
there are different toleration levels for var- 
ious behaviors, and those who define these 
behaviors as signs of “mental illness” may 
forcefully bring the patient to a = 
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center.11 


When this occurs, the primary group 
sometimes resists the definition placed upon 
its member by the secondary authorities; 
and it is not unusual for conflicting defini- 
tions to arise among the patient, his family. 
the courts, and the hospital physician. 
While the court is likely to accept the pro: 
fessional opinion of the physician, there at 
occasions when the psychiatrist—who by 
independent criteria has either assumed 
or decided that serious pathology exists— 
insists that a patient is ill, while the p+ 
tient and his family strongly resist this 
definition. In such cases, the physician 15 
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often reluctant to press his definition and 
urge court commitment, since this re- 
quires him to argue in some states that 
the patient is dangerous to himself and 
others, a contention which is very difficult 
to support in many cases. In these state 
institutions, when the physician does de- 
cide to press such a petition for the com- 
mitment of an unwilling patient, his de- 
cision is usually made on the basis of 
whether there is sufficient evidence to con- 
vince the court that the patient should be 
lawfully detained, even when the family is 
reluctant. 

Often the patient is released from the 
hospital without detailed judicial consid- 
eration, not because the psychiatrist finds 
him free of serious pathology, but rather 
because the psychiatrist has anticipated 
what the court decision would be. If the 
psychiatrist is to gain commitment of an 


- unwilling patient, he must usually convince 


the family that the patient is indeed seri- 
ously ill and in need of treatment, and 
bring them around to support his defini- 
ton of the situation. 

In any case, the psychiatrist treating a 
Patient implicitly, if not explicitly, recog- 
nizes that it is important to communicate 
his perception of pathology to the patient 
and to his family. He also realizes that 
he Must convince the. patient that he is 
indeed “sick” and in serious need of treat- 
ment. The necessity of having the pa- 
tent accept the psychiatric definition of his 
Case is especially apparent in the early hos- 
a experience, where the patient must 
x" me socialized to a “patient-role,” ac- 

aoe the definition of his symptoms 
Set P pon: him by the hospital popula- 
5 n, including staff and other patients. 

hould the patient refuse to accept the 


_ Patientrole and deny his illness, this re- 


Si ae 
Wstance is viewed as a further symptom 
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of the “illness,” and he is told that if he 
is to get well, he must recognize the fact 
that he is ill. 

Should the patient continue to reject the 
psychiatric definition of his illness, the psy- 
chiatrist is likely to report that the patient 
is a poor treatment risk. Furthermore, 
ancillary hospital staff and other patients 
also apply similar definitions of illness to 
the patient and expect him to accept these 


of stress—with increasing social, psychological, and 
physical demands—rates of psychotic breakdown 
increase. However, if group solidarity is essential 
and group vulnerability is high, the sick role is 
not easily accorded to persons with neurotic-type 
symptoms, and considerable pressure is placed upon 
them to continue in their social roles. 

See, Mechanic, D., “Illness and Social Disabil- 
ity: Some Problems in Analysis,” Pacific Sociolog- 
ical Review, 2(Spring, 1959), 37-41; and Schneider, 
D. M., “Social Dynamics of Physical Disablity in 
Army Basic Training,” in Kluckhohn, C., H. A. 
Murray, and A. M. Schneider, eds., Personality in 
Nature, Society, and Culture, second edition (New 
York: Alfred A. Knopf, 1956), 386-92. 

The observations by Groen, C., “Psychogenesis 
and Psychotherapy of Ulcerative Colitis, Psychoso- 
matic Medicine, 9(May-June, 1947), 151-74), that 
the ulcer symptoms of his patients disappeared 
during the stress conditions of concentration camp 
life and often reappeared after leaving the con- 
centration camp, raises some interesting questions, 
as W. Caudill has observed. . See Caudill, W., Ef- 
fects of Social and Cultural Systems in Reactions to 
Stress (New York: Social Science Research Council, 
1958). 

Whether the change during incarceration is a 
reaction to the change in the stressors, or is tied 
with shifts in the physiological, psychological, and 
social systems accompanying camp life, is a question 
for further and better-controlled research. Also, 
Groen’s observations that the wives were providing 
their husbands with more emotional support than 
formerly is an important variable. 

41 The data collected by Hollingshead and Red- 
lich, op. cit., indicate that members of the lower 
strata are most likely to take this path to treat- 
ment centers. 
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definitions. The patient’s denials create 
social difficulties for him within the hos- 
pital, difficulties of adaptation to ward 
life which can be further viewed as indi- 
cations that the patient is seriously ill and 
which reinforce the original impressions 
and definitions placed upon him by physi- 
cians, aides and other patients. Unless 
the patient begins to see himself through 
the eyes of the psychiatrist, hospital per- 
sonnel, and other patients, he will remain 
a problem to the ward,12 and his therapy 
and progress are likely to be viewed as in- 
consequential. 

The foregoing suggests that if we are to 
understand the “mentally ill” patient, we 
must understand the situation from which 
he comes and the circumstances that led to 
the definition that he needs treatment. If 
the patient is to be effectively treated in 
regard to his life situation, we must under- 
stand what demands were made upon him 


=. 


12A similar argument has been presented by 
Goffman, E., “The Moral Career of the Mental 
Patient,” Psychiatry, 22 (May, 1959), 123-42, and 
Erikson, K. T., “Patient Role and Social Uncer- 
tainty—a Dilemma of the Mentally Ill,” in Cohen, 
Mabel B., ed., Advances in Psychiatry (New York: 
W. W. Norton Co., 1959), 102-23. 
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and why he failed to meet these demands, 
Was it because he was unable to perceive 
the expectations of others accurately? Was 
it because he was unable to make proper 
responses? Or were there other reasons for 
his failure to meet expectations? Further- 
more, we should want to inquire about the 
expectations he faced, the conflicts he per- 
ceived, and the cross-currents of expecta- 
tions and behaviors that led to the societal 
response and definitions of mental illness. 


From a theoretical point of view, what 
has been attempted is a descriptive model 
of the definitional processes by which per- 
sons within a community are adjudged as 
mentally ill. If we are to expand our 
understanding of definitions of deviancy 
and mental illness, a logical step is to move 
in the direction of axiomatic models, utiliz- 
ing relevant variables and encouraging 
systematic empirical investigation. It is 
with the constant interplay of exploratory 
observations, systematic theory, and rigor- 
ous empirical tests that our knowledge will 
develop in a useful fashion. 
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LOYD W. ROWLAND, Px.D. 


Are monthly meetings of chapters 


of the mental health association necessary? 


Chapters of mental health associations 
around the country are now forming in 
§reat profusion, and their officers frequently 
Write to groups already established with 
Tegard to the matter of having monthly 
Meetings of their memberships. These re- 
quests have been so numerous that it seems 
desirable to set down the reasons for hav- 
ing regular meetings. There are several 
Considerations: 

Monthly meetings help to produce group 
consciousness, This self-awareness of the 
a Ses if enthusiasm is to be 
SR ope and persistence maintained in 

Blng projects to completion. 
eye. erans should be arranged for 
ith ae These can be varied from 
Bees: = ga with great educational 
motion bccn members. We believe that 
about thre es may be used to advantage 
€ times a year and that round 


tables, plays, and speakers are also helpful. 

Mental health subject matter makes 
meetings possible. There is no other vol- 
untary health group that has anything com- 
parable to mental health with regard to 
educational program potentialities. Con- 
sider how difficult it would be to have 
monthly meetings on cancer, or heart, or 
polio. Our subject matter is such that 
regular monthly meetings of an educational 
nature can be continued profitably for years 
without a duplication of topics. 

There is a growth element which should 
appear in members of a mental health as- 
sociation. Understanding does not come 
to them suddenly. It is partly the result 
of listening to and participating in pro- 
grams. It is also the result of joining in 


Dr. Rowland is executive director of the Louisiana 
Association for Mental Health, New Orleans. 
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the special activities of the group. Some- 
times we are surprised at the growth that 
takes place in individuals, as, for example, 
in the improvement of their attitudes to- 
ward the mentally ill, or their interest in 
the factors that contribute to mental health. 
We owe something educationally to the 
member who joins and wishes to attend 
mectings regularly. 

In chapter meetings it is important to 
divide time between mental illness and 


is not set up for considering the needs of 
the mentally ill only. Nor, on the other 
hand, should people be allowed to get the 
idea that the group works only on the 
positive phases of mental heal 

Sending out notices in advance of each 
meeting is essential in this complicated so- 
ciety in which we live. A member cannot 
be expected to remember that the “third 


li 
1 
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people, in fact, become quite lonesome dur- 
ing the summer, and groups which hold 
regular monthly meetings will be aston- 
ished that they can continue from July 
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attendance at their meetings. Summer & 
a good planning time, too. 

Someone will sooner or later cite a good 
example of a mental health association 
which docs good work without regular 
monthly meetings. Perhaps this is possible 
in instances where the leadership and mem 
bership are particularly disciplined “and 
where projects with high motivational 
characteristics are being carried out. 

More likely the objections to regular 
meetings are the objections raised to all 
regular meetings of all organizations— 
somebody has to do a lot of hard work. 

People like not only to attend programs 
but to do something. Therefore, every 
mental health association should also carry 
along two or three projects which should 
be initiated in the early part of cach year 
and brought to completion at different 
dates. For example, suppose the group 
produces a play. It should be presented 
first at the regular mental health associa- 
tion meeting. To this meeting should be 
invited the officers of many groups who 
may be interested in having the play pre 
sented to their own memberships. Thus, 
the influence of the mental health associa: 
tion is greatly extended and the associa 
tion is always identified with the play. Op 
eration Friendship—visits by organized 
groups to hospitalized mental patients—is ` 
another splendid way to extend a project — 
to other groups. 

We rather think that where possible a 
mental health association ought to have ` 
a continuing project of some kind with x 
which it becomes identified. The public | 
will begin to say, “Oh, yes, that is the group _ 
that does. . . "This is a good situation 
for a mental health association. 

There is good reason for a mental health ` 
association to have meetings and carry on 
a series of work projects definitely its own- 
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to September without any diminution is 
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impossible for the members 
pup to continue to be interested if 
Ë by one their ideas are taken over by 
ier groups and they do not get credit 
projects involved. It is expecting 
th of human nature to continue to 
Pthat it does not matter who does it, 
© the job is done. 
W. L Thomas! has observed that one 
i great human drives is the need for 
fiition. This is true of groups as well 
duals. A person who constantly 
edit or recognition for what he does 
me discouraged. A group which 
inves to fail to get recognition or credit 
t į good works tends to disintegrate, un- 
it is made up wholly of members of 
Ost idealistic sort, a situation not 
ely to be encountered. 


Ith education programs similar to 
and that therefore we should join 
them and further their work. It is 
entioned that the mental health as- 

should supply ideas and then dis- 
withdraw. 


t is a very fine thing to get related 


> work in mental health—for ex- 
ile, the Junior League, the Rotary 
, the Council of Jewish Women, the 
but it will never be possible to 
Organization of which the com- 


ig Other groups into activity. 

is a practical side to the matter, 
en fund-raising is attempted, or 

committee appears before repre- 

of the United Fund, not many 

in when we say simply, “We 

people with ideas.” 

Ways to become known in 


Meetings of mental health association 


mind the public of what we do. A 
group of worthwhile projects is the 
aid to good public relations, 

One of the difficulties mental health as 
sociations encounter is having on their 
boards individuals who have a prior in- 
terest in other organizations carrying on 
work of the same general nature. Search 
your boards (and your membership) to see 
if this is true. They can paralyze your 
organization with preemption! 

We strongly believe in the rotation of 
the memberships of committees, for with- 
out this, people become identified with a 
particular line of work in the association 
and find themselves losing interest in the 
other aspects of the overall program. 

If the membership of a group does not 
increase and change over a period of years, 
then clearly that particular group has be- 
come ingrown and is likely to become in- 
effective. That can happen to any group, 
as, for example, a church or a chapter of 
the American Association of U 
Women. In the case of the A.A.U.W., the 
potential for strength is there—university 
women keep graduating annually and all 
are potential possible members of the or- 
ganization. 

In a similar way, the interest in mental 
health and mental illness passes to new 
minds and new interests are aroused. 
There is no reason why membership in a 
mental health association should ever be- 


come static. im 


1⁄2 
1 Thomas, William I. and Florian Znaniecki, The 
Polish Peasant in Europe and America: Volume E 
The Methodological Note (New York: Dover P 
cations, Inc., 1959). 


ASCANIO M. ROSSI, Px.D. 


Some pre-World War II 


antecedents of community 


mental health theory and practice 


EARLY DEVELOPMENTS 1 


When discussing the historical development 
of community mental health activities, it 
is convenient to dichotomize this develop- 
ment into two periods: pre-World War II 
(early) and post-World War II (later). For 


Dr. Rossi is chief psychologist, Psychiatric Service, 
The Boston City Hospital, Boston, Mass. 


1In reading about the development of community 
mental health activities as described in this paper, 
the reader would do well to keep in mind the 
far-reaching changes that were taking place in al- 
most every other segment of American Life (e.g. art, 
education, jurisprudence, literature, etc.) as the 
first half of the twentieth century unfolded (eg. 
see 1, 40, 46). The student of American society will 
undoubtedly notice the similarity between the na- 
ture of the changes taking place in the mental 
health field and the changes taking place in other 
areas of society. 
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those with even a cursory acquaintance 
with the development of community mental 
health, the reason for this dichotomy should 
be obvious. 

Before World War II the development of 
community mental health activities pro 
ceeded along several paths in a compara 
tively slow, irregular, and not always self 
conscious manner. Since the war, however, 
the growth in community mental health 
activities has not only been phenomenally 
rapid, but the impetus for the growth has 
been a comparatively clear-cut desire for 
community mental health activities as such. 

The very noticeable change in the rate 
of development that has occurred since 
World War II undoubtedly is one of the 
factors underlying a misconception on the 
part of not a few persons. This misconcep 
tion is that community mental health 


philosophy and activities began almost de 
nouveau after World War II, and that as 
such they lack the stability of an historical 
foundation. 

Nothing could be further from the truth. 
Community mental health philosophy and 
activities had been developing gradually 
since at least the beginning of this century 
and possibly earlier. What accounted for 
the phenomenal growth of community 
mental health activities after World War 
H was not the appearance of a new phi- 
losophy of treatment or the sudden con- 
version of mental health personnel to an 
unsubstantiated messianic vision but rather, 
and more simply, it was the increase in the 
number of available mental health person- 
nel and the willingness and ability of local, 
state and federal governments to finance 
this method of dealing with the mental 
health problem. 


INSTITUTIONS AND AGENCIES 


As we look back to the mental health field 
at the turn of the century, the first thing 
that strikes us is the noticeably wide gap 
that was perceived between normal and 
deviated persons. The latter were consid- 
ered casualties of the natural selection proc- 
ss and were placed in isolated asylums far 
from the mainstream of life. 

Consistent with the Darwinian orien- 
tation which was dominant at that time, 
ae deviations were thought to have a 
| ae or hereditary basis and repre- 

L et in the struggle for existence. 
a ie from this orientation that there 
ae that could be done for mentally 
litl individuals, and, furthermore, 

e should be done for them to insure 
a their defective heredity would not be 
petuated into future generations. 
eel found overt expression through 
Societies which constantly used in- 
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sanity as a prime example of the necessity 
for the widespread adoption of eugenic 
legislation and practice. In addition, of 
course, the old-as-history view that insanity 
was the result of sin had not yet died out. 

With either view, however, the end result 
was the same: a general acceptance of the 
belief that little could or should be done 
for the insane. 

The physical isolation of insane asylums 
was a concretization of the wish of society 
to isolate and wall-off the problem of in- 
sanity. This wish was common not only 
among the lay public; it was also wide- 
spread among the professions. On the 
whole, this area was almost completely 
neglected by medical personnel. 

Those physicians who did venture into 
this area did so primarily as administrators 
or as part-time staff physicians concerned 
solely with the physical conditions of the 
patients. The few hardy souls who at- 
tempted to treat the insane were apt to be 
considered somewhat unusual by their col- 
leagues and, in many cases, were isolated 
from their profession. 

Following from the conceptualization of 
insanity as being an all-or-nothing affair, 
the facilities provided for the care of the 
insane were also all-or-nothing. Either a 
person was insane or he was not insane. 
If he were insane he was removed from 
society and committed to an asylum for 
custodial care. Half-way houses, clinics, 
outpatient departments, and the like would 
have been very inconsistent with the pre- 
vailing view. If a person were not insane, 
then he was responsible for his own welfare. 
Those persons who were unable to function 
adequately in society but were not con- 
sidered “insane,” lived out their days in 
jails, poorhouses, .attics, prisons, or other 
similar places. 

Even within this atmosphere, however, 
the seeds of change were being sown by 


79 


forward-looking men. The view that man 
was a product of his environment as well 
as his heredity and that the environment 
was amenable to modification began to 
affect the field of mental health, just as it 
was to affect almost every segment of our 
society. In the 1890's, a few medical men 
with vision—such as Frederick Peterson and 
John Chapin—began advocating a new type 
of institution for the care of the insane. 
This new institution, called a “psychopathic 
hospital,” was to be located in the com- 
munity it served, in contrast to the location 
of asylums, and its primary function would 
be the provision of treatment rather than 
custodial care.” 

We can get some idea of the radical 
innovations implicit in this proposal when 
we consider that within the generally nega- 
tive atmosphere of the times, these men 
were proposing that insanity could be 
treated effectively by: (a) treating patients 
early; (b) not isolating patients from their 
families, friends, and community; (c) hav- 
ing the patients’ families available for sup- 
plying information about the patient's life 
history; and, (d) stimulating local medical 
personnel to become interested and involved 
in the problem of insanity. 

While we today would accept these ad- 
vantages as self-evident, it was only after a 
great deal of work and much determination 
that the efforts of these men bore fruit with 
the establishment of Pavilion F of the 
Albany, N. Y., Hospital, in 1902. This 
pioneer move led to the establishment, in 
1906, of an independent psychopathic hos- 
pital affiliated with the University of Michi- 
gan. 

The success of this type of hospital was 
almost immediate. Its novel approach to 
the problem of mental illness attracted the 


2 For a detailed history of the development of psy- 
chopathic hospitals, see Hurd (25), especially 258-80. 
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attention of those who recognized the need 
for a change but were uncertain as to what 
direction this change should take. The 
institution’s close affiliation with a uni- 
versity hospital gave the mental health field 
a needed boost in acceptance and made it 
possible for the hospital staff to interest 
medical students in this field through the 
media of lectures and demonstrations. 

As time passed, similar hospitals were 
established in different parts of the country. 
The Boston Psychopathic Hospital, which 
began as a division of the Boston State 
Hospital, became an independent state hos- 
pital in 1912. Johns Hopkins Hospital in 
Baltimore opened its psychiatric clinic the 
following year; the Psychopathic Hospital 
associated with the University of Iowa 
opened in 1919; the University of Colorado 
opened its Psychopathic Hospital in 1924. 

The importance of these hospitals should 
not be underestimated. They were instru- 
mental in stimulating a most welcome com- 
munity interest in the mentally ill as well 
as the interest of hospital personnel in com- 
munities. In addition, as the individuals 
associated with these psychopathic hospitals 
became aware of the importance of en- 
vironmental factors in mental illness, they 
realized that other, nonmedical professions 
would have to be represented on their staffs. 
The interdisciplinary approach to the men- 
tal health problem, which is so fundamental 
to the present-day mental health field, was 
first developed within these hospitals. 

A further indication of the hospitals’ 
changing role can be gained from a brief 
glimpse at the beginning of the profession 
of psychiatric social work and of the after- 
care service. The ancestors of psychiatric 
social work were a group of charitable lay- 
women who offered their services to asylums 
on a volunteer basis. Gradually, a few of 
these women became interested enough 1 
certain patients to follow their progress 
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after discharge. This “aftercare” attention 
fit in well with the emerging hospital role 
changes, and the potential value of this 
service was recognized as too great to leave 
in the hands of lay persons. 

The service gradually became profes- 
sionalized, and with the New York City 
hospital system appointment of Miss Eliza- 
beth Horton as psychiatric social worker in 
1907, the profession of psychiatric social 
work was born.® 

Within five years a Maryland hospital 
was to develop its aftercare service to the 
point where a full-time psychiatrist was 
appointed to administer the service with the 
help of a social worker. The spread of 
this service into other hospital systems soon 
lead to the establishment at Smith College 
of the first formal psychiatric social work 
training program. The development of this 
Profession and service provided further 
links between hospital and community and 
further stimulated hospital personnel to 
think of environmental factors in etiology 
and treatment. 

Hospitals’ and communities’ growing 
awareness of each other was accompanied 
by the establishment of the first psychiatric 
clinics. As far back as 1885 the Pennsyl- 
Vania General Hospital attempted to im- 
Prove admissions policy through the estab- 
lishment of a hospital-connected clinic, and 
m 1897 the Boston Dispensary began a 
Similar service. Twelve years later the 
New York State hospital system instituted 
= traveling clinic, and the following year 
Be sachusets hospital system followed 

Although these early clinics represented 
fhe et in admissions procedure, 
au ad little in common with present-day 

Anics, _They operated solely within hos- 
Pital facilities, with hospital medical person- 
nel, and they provided only diagnostic serv- 
With no explicit treatment. 
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A little more recognizable as a precedent 
of the modern community clinic was the 
Psychological Clinic established by Lightner 
Witmer at the University of Pennsylvania 
in 1896. This clinic had its closest liaison 
with schools and concerned itself mainly 
with children—particularly the mentally 
deficient—who presented learning prob- 
lems. Its novel features were that it offered 
remedial as well as diagnostic services and 
that it dealt with borderline rather than 
gross disorders. However, the absence of an 
interdisciplinary staff and the restricted 
range of problems dealt with, placed this 
facility outside the mainstream of the com- 
munity clinic movement. 

At the same time that New York was 
beginning its traveling clinic service (1909), 
William Healy was establishing in Chicago 
the now well-known Psychopathic Institute 
(later renamed the Institute for Juvenile 
Research). This was to be the first of the 
community clinics for children. Independ- 
ent of hospitals, these new clinics were con- 
cerned with research into the etiology and 
treatment of mental disorders as well as 
with diagnosis. 

The use of an interdisciplinary team in 
dealing with mental health problems was 
also further developed within these clinics. 
Although no direct treatment was offered 
in the early community clinics, treatment 


8 Although Miss Horton was not appointed as a 
psychiatric social worker, she is sometimes consid- 
ered one of the first in this field because of the 
nature of her duties. The development of the term 
and concept of psychiatric social work is usually 
attributed to Southard and Jarrett, particularly be- 
cause of their publication The Kingdom of Evils (41). 
For additional information on the development of 
psychiatric social work, see Deutsch (14), Jarrett (27), 
and Meyer (37). 


4For a synopsis of the development of psychiatric 
clinics, see Barhash (2). For a more detailed his- 
tory of these clinics, see Davis (13). 
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recommendations were formulated for the 
referral agencies, and occasional consulta- 
tion was provided to the agencies providing 
the treatment. Established in communities 
and dealing with noninstitutionalized pa- 
tients, these clinics were to do much to close 
the gap between the “insane” and “sane” 
and to point up the important relationship 
between social environment on behavior. 

The community clinic movement gained 
momentum slowly previous to the 1920's. 
William Healy, with his associate Augusta 
F. Bonner, had established the Judge Baker 
Guidance Center in Boston in 1917, and 
other institution-connected clinics began 
broadening their referral base. However, 
although the potential value of this service 
was recognized by various people through- 
out the country, the shortage of trained 
personnel and the cost involved in establish- 
ing community clinics prevented a more 
rapid spread of the service. 

By 1920 three developments were com- 
bining to give new life to the community 
clinic movement. One, the child-welfare 
movement, had been developing for at least 
two decades. Services for children were 
constantly being expanded, and it was only 
a matter of time before mental health serv- 
ices for children would be demanded. 
Another development was the sudden 
growth in public awareness of the extent 
of the mental health problem. This growth 
in awareness followed the publicity given 
to the findings of military mental health 
personnel during World War I. The third 
development was the rapidly growing Na- 
tional Committee for Mental Hygiene 5 
which became an effective social force about 
this time. The combination of these inter- 


5In 1950 the National Committee for Mental Hy- 
giene merged with the National Mental Health 
Foundation and the Psychiatric Foundation to be- 
come the National Association for Mental Health. 
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related developments culminated in the 
establishment of the demonstration clinics 
of the early 1920's. 

Under the auspices of the National Com- 
mittee for Mental Hygiene and the Com- 
monwealth Fund, demonstration clinics 
were established in several strategically 
located cities throughout the country. 
These clinics provided valuable services to 
the community; also, they offered special 
training in the interdisciplinary approach 
to psychiatrists, psychologists, and psychia- 
tric social workers.: This training created 
a core group of individuals in each of these 
professions who were to help their respective 
colleagues recognize the value of the inter- 
disciplinary approach. 

After this initial burst of activity in the 
community clinic movement, there was 
another period of slow growth. The tem- 
per of the times before the 1930’s was not 
propitious for tax support for services of 
this kind. The few new clinics that were 
established during this interval came into 
being through the philanthropy of private 
foundations or local mental hygiene socie- 
ties. Still, the value and need of this service 
was appreciated within the professions and 
among the informed lay public. As local, 
state, and federal governments became more 
aware of their responsibility for the welfare 
of their citizens, the community clinic 
movement again gained momentum. With 
increasing tax support throughout the 
1940's and 1950's, the community clinic 
became a fixture in nearly every progressive 
large city or county. 

From what has been said thus far, it 
should not be inferred that the clinics men 
tioned were the only clinics established 
during the first three decades of this cen- 
tury. On the contrary, by 1925 nearly 400 
“mental clinics” were in existence (28, P- 
428). However, the great majority of thes¢ 
clinics were institution or agency-connected- 
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They did not utilize an interdisciplinary 
team, and they offered a restricted service 
to a restricted segment of the community. 

For example, approximately 40 per cent 
of these clinics were affiliated with or were 
under the auspices of state mental hospitals, 
and many of these employed only a psychia- 
trist who offered merely a differential diag- 
nostic service. 

An indication of the slow growth of the 
interdisciplinary clinic, in contrast to the 
growth of other types, is provided by the 
following: 

In 1982, the Directory of Psychiatric 
Clinics in the United States (38) listed 674 
psychiatric clinics which offered some serv- 
ice to children; yet, the following year a 
special committee of the American Psycho- 
logical Association was able to locate only 
32 psychologists who were employed in any 
type of psychiatric clinic (10, p. 9). 


IDEAS 


In the previous section we examined the 
early growth of interdisciplinary institutions 
and agencies and the part that they played 
In focusing attention on the relationship 
tween social factors and mental disorders. 
Naturally, such institutions and agencies do 
Not create themselves, Rather, they are the 
Concrete manifestations of ideas which were 
born and which matured within the minds 
of men. 
Pe eee these men? What conceptions 
Rais), ave of the roles and goals of the 
ion ae field? We shall turn our at- 
a riefly to these questions with the 
= anding that within the limited scope 
the ae it will be impossible to include 
n aor all the pioneers in this field. 
iew $ € shall include only a sampling of 
$ held by a sampling of these men. 
4 a already become acquainted with 
ith. s of the men who were associated 
€ development of the psychopathic 
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hospitals—Frederick Peterson, John Chap- 
in, Montgomery Mosher (Albany); W. J. 
Herdman and A. M. Barrett (Michigan); 
L. Vernon Briggs, Owen Copp, and E. E. 
Southard (Boston); S. T. Orton (Iowa), and 
Franklin G. Ebaugh (Colorado). 

These men had recognized the continuum 
running from health through illness, and 
they had emphasized the importance of 
early treatment. Through their writing, 
teaching, and demonstrations, they con- 
stantly expressed their views and influenced 
the thinking of many of their students and 
colleagues—in the mental health field. The 
present-day assumption that every effort 
should be made to forestall the removal of 
mentally ill persons from family, friends, 
and community can be traced back directly 
to the ideas held by this group of prac- 
titioners. 

Lightner Witmer, who has already been 
mentioned in connection with the establish- 
ment of the first psychological clinic in 
1896, had also recognized the importance 
of social factors in the etiology of mental 
disturbances. For many years he sought 
to convince his colleagues in psychology to 
forego the confines of laboratories and to 
venture out into communities in search of 
relevant social variables. Considered the 
father of clinical psychology, he presented 
his view of this new branch of psychology 
in the first issue of The Psychological Clinic, 
the journal he founded in 1907: 


“Although clinical psychology is closely related 
to medicine, it is quite as closely related to soci- 
ology and to pedagogy. The school room, the 
juvenile court, and the streets are a larger 
laboratory of psychology. An abundance of ma- 
terial for scientific study fails to be utilized be- 
cause the interest of psychologists are elsewhere 
engaged . . .” (48, p. 7). 


Although Witmer's new field, clinical psy- 
chology, was to undergo a period of even 
closer ties to medicine, to the exclusion 
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of sociology and pedagogy, his original con- 
ception of the field has recently gained 
wider acceptance in theory and practice. 

One of Witmer’s academic colleagues, G. 
Stanley Hall, also played an important role 
in the changing concepts of mental health 
and illness. No less a personage than 
Adolf Meyer described Hall’s influences in 
this way: 


+ +. a very important factor had entered Amer- 
ican thought and interests during the later 
eighties in the variously rated but certainly re- 
markable personality of G. Stanley Hall, one of the 
men who put psychology in the service of men 
from two angles important to the present-day 
{mental hygiene] movement. He had a per- 
haps somewhat premature pioneer urge in the 
direction of child study; and for a short time, 
while still in Baltimore, he put himself in close 
contact with the city institution for mental cases, 
so as to draw psychiatric experience into the serv- 
ice of his very broad conception of psychology. 
Out of this developed such early and ephemeral 
organizations as the Illinois Society for Child 
Study (1894), started by W. O. Krohn, and stim- 
ulating the writer to a very early interest in 
contributions on mental abnormalities of chil- 
dren (1895). On the other hand, throughout 
the nineties there developed courses in psychiatry 
for psychologists at Clark University. Here was 
a beginning in the direction of blending in- 
terest in the average child with that in the less 
usual and clearly abnormal, as illustrated in G. 
Stanley Hall's Adolescence” (45, pp. 268-69). 


Several of Hall’s students, such as H. H. 
Goddard and Edmund B. Huey, were 
stimulated enough by Hall’s views to be- 
come pioneers in the establishment of 
clinics for the study and treatment of 
borderline mental disorders. 

Adolf Meyer’s views on early influences 
in the development of the broader views on 
the etiology and treatment of mental illness 
and the nascent interest in promoting men- 
tal health should not be taken lightly. 
Perhaps no other single individual in the 
early part of this century has played a 
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greater role in these developments than 
Meyer himself. 

As scholar, innovator, inspirator, teacher, 
and author, his contributions to what today 
would be termed community mental health 
were too numerous and varied to summarize 
here. The interested reader is referred to 
Volume IV of The Collected Papers of 
Adolf Meyer, titled Mental Hygiene (45). 
From this 557-page volume the reader may 
begin to get a glimpse of the enormous con- 
tributions of this foresighted man. Paper 
after paper written by Meyer up to 60 years 
ago would represent advanced thinking 
even today. In the introduction to this 
volume, Alexander H. Leighton, a student 
of Meyer’s, has written: 


“Enough has been said, without further extend 
ing the list, to show what Meyer meant by com- 
mon sense. Although he often incurred strong 
criticism, the passage of time during some 50 
years has borne him out. After the waves of 
enthusiasm have spent themselves in issue after 
issue, the world has come back to where Meyer 
stood from the beginning. 

Thus, after various assaults on the problem of 
understanding man from such single avenues a$ 
instinct, reflexes, and libido, he has been found 
to be, after all, a symbol-using animal with mul 
tiple motives and aspects operating interdepend 
ently to form a shifting equilibrium with a social 
environment which also has a range of form, 
function, and plasticity; and that life history and 
the current situation must both be taken int 
account; and that neither conscious nor uncon- 
scious nor more or less conscious behavior can 
be omitted; and that, finally, culture-personality 
is one phenomenon. 

“Some workers in the field have evidently ré 
discovered many of these things for themselves 
or have come upon them in their consciousnes 
without being fully aware of the effect of the flow 
of students and assistants through Meyer's clinic 
while year after year he reiterated his views 
regarding man in society,” (45, p. xxviii). 


Mary C. Jarrett did much to define ee 
role and training needs of the emerginë 
profession of psychiatric social work. 
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early as 1913 she was stressing the impor- 
tance of community factors in the treatment 
of mental disorders. She hailed the develop- 

_ ment of psychopathic hospitals and com- 

"munity clinics as an opportunity for the 
exploration of the influence of community 
factors on the mental health of the popu- 
lation. A decade later she summarized 
these views in the following words: 


| “The clinic plays a particularly important role 
in the education of the personnel for mental hy- 
giene work. Since social attitudes and behavior 
are so large a factor in both the cause and treat- 
ment of mental disorder, it is essential that the 
Psychiatrist shall have experience with patients 
living in the community in order to gain a work- 
ing knowledge of family and community rela- 
tionships as they affect mental health,” (28, p- 
449). 

“Research in the study and treatment of men- 
tal diseases depends to a great extent upon ob- 
Servation of the personality of the individual in 
his daily life in the community. It is necessary, 
in considering the cause and results of mental 
disorder, to evaluate the physical, social and 
mental factors that combine to produce the pa- 
tient’s activities, Also, since the object of treat- 
Ment is to restore as far as possible the patient's 
pacity for living an ordinary life, it is neces- 
“uy to have facilities for carrying on experi- 
mental treatment in the community,” (28, p. 450). 


Dr. 
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C. Macfie Campbell, an early leader 
development of outpatient psychia- 
Tvices in Massachusetts, ventured the 


following prophecy concerning his field of 
Work in 1999: 


The indoor department of the twenty-first 


cent ; 
I ea. hospital may be a comparatively minor 
In the general health organization, while 


eres z i 

atena BOspital activity may be in an out- 
Patient department. 
Outpatient departmen 
Toute to th 


More and more should the 
s t be used as the admission 
x € hospital, and all patients should b 
dis patients shou e 
A ate through this department in order 
culitate the aftercare work,” (43, p. 164). 


E: years later, the directors of the Dan- 
tate Hospital in Pennsylvania ex- 
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panded on Campbell's views in their annual 
report: 


“It is incumbent upon a hospital for mental dis- 
ease to place within the reach of communities 
included in its district, adequate facilities for 
the preservation of mental health, for the recog- 
nition of early manifestations of mental disorders 
and for scientific study and advice concerning 
the problems that arise in schools, courts, and 
homes as a result of conflict between the normal 
members of the community and those of its num- 
ber who, because of mental disease or mental 
defect, present disorders of conduct that render 
them distinctly antisocial. The hospital must no 
longer serve the community apart from it, but 
rather as a part of it,” (26, pp. 130-31). 


And by 1935, a special committe of the 
American Psychological Association, which 
was given the task of drawing up standards 
for the training of clinical psychologists 
concluded: 


“ ... The art of dealing with human adjust- 
ment requires more than a knowledge of human 
behavior. Adjustment depends, as frequently, 
upon a manipulation of the factors without the 
individual as it does upon the analysis of those 
within. . . . [The clinical psychologist] should 
have an appreciation of the influence of com- 
munity and family life upon the behavior of the 
individual. It is therefore necessary that he pur- 
sue courses in sociology and in social pathology,” 

(10, pp. 6-7). 

In selecting the above persons and quotes 
for inclusion in the section, an effort was 
made to include typical representatives of 
particular groups and to avoid quoting out 
of context. The views presented were by 
no means subscribed to by all persons in 
the mental health field at the time; yet they 
were common enough that variations of 
these views can be found in many publi- 
cations of that period. 


SOCIAL SCIENCE INVOLVEMENT 


As workers in the field of mental health 
became more cognizant of the influences 
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of social mores and institutions on the 
behavior of individuals, they became more 
interested in learning about the concepts 
and techniques employed by social scien- 
tists. 

Meanwhile, social scientists were begin- 
ning to show an interest in mental health 
problems and concepts because of two sepa- 
rate developments in the mental health 
professions. One of these developments 
was the sudden growth of the branch of 
psychology called “social psychology” be- 
tween 1910 and 1920. The area of interest 
of this growing branch of psychology in- 
evitably overlapped the areas of interest 
that were traditionally associated with soci- 
ology and cultural anthropology. As a 
consequence, exchange of information and 
professional contacts between the social 
scientists and social psychologists were 
initiated and continued to grow over the 


The second development was the growth 
in popularity of psychoanalytic attempts to 
“explain” anthropological and sociological 
events by the use of psychoanalytic concepts. 
It would not be an overstatement to say 
that many social scientists were incensed 
by the early literature in this area. How- 
ever, in their attempt to refute the claims 
of psychoanalysts, some social scientists be- 
came conversant with psychoanalytic theory 
and were won over to the potential value 
of the theory, if it were tempered with a 
sound grounding in the social sciences. 

Between 1910 and 1920, a few scattered 
articles, appearing in anthropological and 
sociological journals, began calling atten- 
tion to some of the common interests shared 


6A paper presented by an anthropologist at this 
joint session was titled “Opportunities for Co- 
ordination in Anthropological and Psychological 
Research” (47). 
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by the mental health professions and the 
social sciences and to the possibility of their 
eventual collaboration (e.g., 23). In 1920, 
the American Sociological Society gave its 
first explicit recognition of these mutual 
interests by scheduling a symposium at its 
annual meeting titled “Sociological Sig 
nificance of Psychoanalytic Psychology,” (17, 
p- 183). In the previous year, the Amer 
ican Anthropological Association and the 
American Psychological Association had 
given an indication of their awareness of 
their mutual interests by holding a joint 
annual meeting at Cambridge.® 

In 1922, a full section of the annual 
meeting of the American Sociological So 
ciety was devoted to contributions in the 
area of “Psychic Factors in Social Causa 
tions.” By 1927, so much interest had been 
generated within the ranks of sociologists 
and psychiatrists that special committees 
were created within each of their national 
organizations for the purpose of further 
exploration of their mutual interests 
Thereafter, for every year between 1928 
and 1941 but one (1934), the annual meet: 
ing of the American Sociological Society 
included a section on the relationships be 
tween sociology and psychiatry. It was 
during this period that the term “social 
psychiatry” began to appear with increas 
ing frequency in social science journals (e.g 
11, 16, 18, 21, 24, $3). | 

Meanwhile, in the field of cultural an- 
thropology, similar signs of growing inter 
est in the areas of mental health were be 
coming evident. The writings of two 
anthropologists, Boas (e.g., 8, 9) and Kroe | 
ber (e.g, 32), were particularly insistent 
and effective in calling for a rapproach 
ment of anthropology and psychiatry. 

Two of Boas’ students, in fact, made 
first attempts at actually integrating men 
health concepts into anthropological sadi 


ies. Both of these latter anthropologists, 
Mead and Benedict, published (independ- 
ently) the results of their labors in the year 
1928 (7, 35). Mead’s publication Coming 
of Age in Samoa is considered “the first 
major piece of empirical research by an 
American anthropologist to be organized 
along psychiatric lines,” (30, p. 599). Since 
1928, there has been a steady increase in 
the number of articles in anthropological 
literature that utilize mental health con- 
cepts. 

Although more and more anthropolo- 
gists were beginning to utilize mental 
health concepts and theory in their stud- 
ies, it remained for Edward Sapir to mod- 
ify anthropological theory in accordance 
With the accumulated results of these stud- 
| ies. Thus, in place of an unintegrated 
exchange of ideas and facts between an- 
thropology and the mental health pro- 
sions there occurred a basic reconstruc- 
tion of the postulates of anthropological 
theory. According to Kluckhohn, “to 
[Sapir] more than to any other single per- 
‘on, Must be traced the growth of psychia- 
tric thinking in anthropology,” (30, p. 601). 

The change in anthropological theory and 

€ growing interest in mental health mat- 
ters were particularly effective in shaping 
the views and activities of students of an- 

Pology. A new generation of anthro- 
Pologists with an enduring interest and 
preoccupation in mental health matters 

ame into being. 
As eariy as the 1930's, anthropologists 
mental health 
Prychot go Cora Dubois at the Harvard 
gical Clinic and George Devereux 

Worcester State Hospital). How- 
» It was during the 1940’s that the 
a a collaboration between an- 

‘ and mental health workers 
in earnest. This collaboration in- 


Ever, 
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cluded teaching activities (e.g, Kardiner 
and Linton at Columbia and Murray and 
Kluckhohn at Harvard) as well as research 
activities (e.g., 12, 22, 31, 34). 

Thus far, this paper has emphasized the 
development of an interdisciplinary attack 
on the problem of mental illness and the 
related development of interest in commu- 
nity and social factors as they affect men- 
tal health—two characteristics of the pres- 
ent-day field of community mental health. 
The third, and probably most characteris- 
tic of this field, is the public health orien- 
tation, with its strong emphasis on pre- 
vention of illness and promotion of health. 
The development of these latter goals in 
the mental health field has been so closely 
tied to the mental hygiene movement that 
it was thought desirable to deal with this 
development in a separate section. 


MENTAL HYGIENE MOVEMENT? 


The public health approach had been 
slowly but steadily pervading the broader 
field of medicine since the mid-nineteenth 
century. In America, the dramatic suc- 
cess of the public health approach in com- 
bating such dread diseases as yellow fever, 
tuberculosis, and certain forms of anemia, 
could not help but attract the attention 
of some of those interested in the problem 
of mental illness. 

Adolf Meyer was one of these persons, 
and as early as 1906 he was writing on 
“The Problem of Aftercare and the Or- 
ganization of Societies for the Prophylaxis 
[prevention] of Mental Disorders,” (45, pp. 
201-207), and two years later in “Aftercare 
and Prophylaxis” he stated, “Nobody can 
engage in the work of the aftercare of the 


7¥For an unusually full description of the history 
of the term “mental hygiene,” particularly during 
the nineteenth century, see Deutsch (15). 
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insane without experiencing the awakening 
of an instinctive desire for prophylaxis. 
The two ideas are parts of one instinct,” 
(45, p. 211). 

He later spoke of the necessity of creat- 
ing community mental hygiene districts in 
which mental health personnel would co- 
ordinate the services of schools, play- 
grounds, churches, law enforcement agen- 
cies, and other social agencies in an effort 
to prevent mental disorders and to foster 
sound mental health (36). 

At about this time, Clifford Beers was 
released from an insane asylum and was 
vowing to devote his life and energies to 
improving the plight of the mentally ill. 
Although the immediate stimulus for his 
decision was the wretched condition of the 
asylums of that time, he was perceptive 
enough to recognize that the asylums were 
only a symptom of the ignorance and neg- 
lect of the total area of mental health and 
illness. 

Before he published his classic, A Mind 
That Found Itself, in 1908 (3) he had the 
wisdom to seek the aid and advice of lead- 
ing figures in the mental health field on 
how best to proceed with his campaign. 
From his consultations, he was able to for- 
mulate and to add to his book the outline 
of the organization and goals of the yet-to- 
be-founded mental hygiene societies. 

William James, who was given a manu- 
script copy of the book with the outline of 
the mental hygiene movement included, be- 
came enthused enough with what he read 
to write to Beers, “I think that your tenac- 
ity of purpose, foresight, tact, temper, dis- 
cretion and patience are beyond all praise, 
and I esteem it an honor to have been in 
any way associated with you. Your name 
will loom big hereafter, for your movement 
must prosper,” (5, p. 245). In the ensuing 
years, James supported the mental hygiene 
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(39). 

Adolf Meyer was another of the chief 
sponsors of Beers’ work. It was Meyer who 
suggested the title of “Mental Hygiene” 
for the societies and for the movement (4, 
p. 265), and Meyer gave Beers letters of in- 
troduction to some of the leading figures of 
the day to enhance his efforts in founding 
and financing mental hygiene societies 
throughout the country. 

In his proposal for the establishment of ' 
a national mental hygiene society, Beers 
wrote: 


movement, both financially and morally 


“A permanent agency for reform and education 
in the field of nervous and mental diseases is 
one of the great needs of the day. Such an agency 
—whatever its form—could do in its own field 
what the National Society for the Prevention 
and Cure of Tuberculosis has done, and is doing, 
in its sphere of activity. 

Though the improvement of conditions among 
those actually insane and confined should evef 
be an important factor in shaping the policy of 
such an organization, its most important work 
would be the waging of an educative war against 
the prevailing ignorance regarding insanity. This 
—to cure the disease by preventing it—is the 
only effective cure known,” (3, pp. 295-96). 


The book which contained this proposal 
became an immediate “best seller,” and 
later the same year the Connecticut Society 
for Mental Hygiene was founded in New 
Haven—the first of many such societies t0 
be established throughout the country and 
world, Included in the prospectus for the 
Connecticut Society was the following aF x 
ticle: 


“A most important function of the society will be 
the waging of an educative war against the pre 
vailing ignorance regarding conditions and modes 
of living which tend to produce mental disorders 
This common sense prophylaxis—or work of be 
vention—will, in time, bring under control tbe , 
now increasing population of our hospitals ani 


asylums,” (6, pp. 895-96). 


To this end, the society set itself the task 
of: 


+ Securing state legislation and appropria- 
tions, of developing co-ordinated local programs 
and securing support for them, of impregnat- 
ing the schools and courts with the mental 
hygiene point of view, and of disseminating sound 
attitudes toward mental and emotional problems 
throughout the community as a whole,” (44, p. 
306). 


In the following year, 1909, the National 
Committee for Mental Hygiene was organ- 
ized under the guiding hand of Beers. The 
charter members at the first meeting of the 
National Committee included such nota- 
bles as William James, Adolf Meyer, and 
Julia Winthrop (15, p. 358). Until 1917 
_ this committee devoted its resources and 

energies to the accumulation of factual 

data concerning the care and treatment of 

the mentally ill, 

Through the generous support of private 
Philanthropy—particularly the Rockefeller 
Foundation—extensive local, state and na- 
tional surveys in this area were carried 
Sut. The factual data collected provided 
4 sound basis for the committee’s program 
of Public education, passage of favorable 
legislation, and the improvement of the 
Mstitutional facilities for the care of the 
Mentally ill, 

It Was during the course of this work 
that it first became obvious to the Com- 
Rie that there was a tremendous need 
hee trained psychiatrists, psychol- 
Ra k psychiatric social workers, and 
P s need would become greater with 
3 ese of time. The Committee was 
# Ñ 7 a leading role in the development 
aM training by collaborating in the es- 

: as of the demonstration clinics of 

ti y 1920's and through its years of 

1c education ‘aimed at securing finan- 
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cial support for the development of train- 
ing programs. 

During World War I, the National Com- 
mittee turned its attention to the mental 
health problems of the armed services.8 
The Committee saw in this period of mass 
mobilization of manpower, with its attend- 
ant stresses and strains, an opportunity to 
apply recently evolved mental health prin- 
ciples and to demonstrate the value of men- 
tal health contributions. 

Mental health personnel, principally psy- 
chiatrists, who were recruited and organized 
for this venture by the efforts of the Na- 
tional Committee attracted world-wide at- 
tention for their accomplishments in detect- 
ing and treating mental disorders in the 
military. Their record in dealing with 
“shell-shock” casualties was particularly 
impressive when compared to other coun- 
tries. The publicity given to the contribu- 
tions of mental health personnel during 
the war did much to create a reservoir of 
support for these services both among the 
lay public and within the professions in- 
volved. 

During this period, the medical director 
of the National Committee was Thomas 
A. Salmon who had been employed in the 
United States Public Health Service from 
1903 to 1915. He had early developed an 
interest in psychiatry and in the mental 
hygiene movement, and in 1915 he was 
appointed its first medical director. 

Dr. Salmon brought his public health 
orientation into his new position and helped 
to identify the mental hygiene movement 
with the broader field of public health. 


During his term of office the National Com- 


mittee became more explicit about adopting 


8For further information concerning the con- 
tributions of the National Committee for Mental 
Hygiene during World War I, see Strecker (42). 
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public health methods and goals into its 
program. The identification of the mental 
hygiene movement with public health was 
continued by Dr. Salmon’s successors and 
in 1933, a professor of public health at 
Yale, C. E. A. Winslow, stated explicitly: 


“The mental hygiene movement, then, bears the 
same relation to psychiatry that the public health 
movement, of which it forms a part, bears to 
medicine in general. It is an organized com- 
munity response to a recognized community need; 
and it lays its prime emphasis on the detection 
and the control of those incipient maladjust- 
ments with which the physician qua physician 
never comes into contact, unless specific com- 
munity machinery and far-flung educational facili- 
ties are provided for the purpose,” (44, pp. 304- 
305). 


In 1922, Franklin E. Williams replaced 
Salmon as the Committee's medical direc- 
tor. Under Williams, the work of the Com- 
mittee became less closely tied to psychiatry, 
as it had been previously. The Commit- 
tee had responded to the then current child 
welfare movement by waging an educative 
campaign for the creation of children’s 
clinics. It was during this campaign that 
nonpsychiatric mental health personnel be- 
came more actively involved in the Com- 
mittee’s work. And with the establishment 
of the demonstration clinics in the early 
1920's, the National Committee itself be- 
came more interdisciplinary in its views 
and goals. 

By 1930, the mental hygiene movement 
was so widespread that there were local 
mental hygiene societies throughout the 
world. It was felt that there was an in- 
creasing need for improved communica- 
tions and co-ordination of effort among the 
distant societies, and in May of 1930, the 
first “International Congress on Mental Hy- 
giene” met in Washington, D.C. The offi- 


9 Much of the information in this section was ob- 
tained from an article by Felix. (20). 
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cial “Purposes of the Congress” included 
the following: 


mittee reflected the shifting emphasis in its 


“3. . . . Through a program planned for the 
purpose, to endeavor to correlate the special 
knowledge and experience of psychiatrist, psy- 
chologist, psychiatric social worker, occupational 
therapist, public administrator, educator, sociol- 
ogist, and those of related professions, in deter. 
mining how best to care for and treat the men- 
tally sick, to prevent mental illness and to con- 
serve mental health,” (39, pp. 374-75). 


Seven years later, the National Com- 


activities in the following section of one of 
its official publications: 


“The present program of the National Commit- 
tee is a fourfold one of treatment and preven- 
tion, education and demonstration, and includes, 
among others, the following basic activities: . . - 
Integration of mental health principles into the 
practices of social work, nursing, public health 
administration, education, industry, and govern 
ment; encouragement of institutional programs 
favorable to the creation of a mentally healthy 
environment and the co-ordination of community 
forces to this end,” (39, pp. 326-27). 


And in the same publication, C. E. A. 
Winslow summarized the development of 
the mental hygiene movement up to that 
time: 


“We start with the institutional care of the vio- 
lently insane. We move on to the early but ob- 
vious forms of disease that come to the psychi- 
atric ward of the general hospital or the menta 
hygiene clinic. We pass next to a group of mak 
adjustments that were never conceived as PS)” 
chiatric a quarter century ago, but that are suffi- 
ciently serious to bring the child into conflict 
with the machinery of the law. Finally, we eén- 
visage those still slighter deviations from per 
fect harmony with the environment which mani- 
fest themselves in maladjustment to the social 
world of the school and nursery. At each step 
we go deeper toward the roots of ultimate diffi- 
culties. At each step we find the prospect af 
Success more hopeful,” (39, pp. 308-09). 


FEDERAL AGENCIES 9 
As we have seen, the trend toward com 
munity mental health activities had been 


| 
x 


slowly developing at least since the turn 
of the century. From reform movements 
to improve the plight of the confined men- 
tally ill, through hospital clinics, outpatient 
services, and community clinics, to the 
provision of mental health services to 
schools, courts, industry, and social agen- 
cies, the trend became increasingly per- 
ceptible. 

At each step of the progression, the 
search for etiological and ameliorative fac- 
tors in mental illness spread into wider 
and wider aspects of the social environ- 
ment. As more and more of these social 
factors became suspect or identifiable, it 
became more and more evident that the 
problem of mental illness and health could 
not be attacked solely on an individual 
treatment basis but that it required a co- 
ordinated series of services on a community- 
wide basis with a program for prevention 
as well as cure—a program, which, in turn, 
Tequired increased governmental involve- 
ment in the mental health field. 

In 1930, the year that the first Interna- 
Honal Congress on Mental Hygiene was 
held in Washington, a Division of Mental 
Hygiene Was created in the United States 
Public Health Service. The creation of 
oo Was, in fact, a reorganization 
ie = of Narcotics which had 
ar o existence just a year earlier. 
ee Division had been created 
ae among others, of sup- 
nia K ocal and state efforts in deal- 
ks aa mental health aspects of nar- 
na ene (den as such, it repre- 
h the first explicit federal ven- 

The “ee ee health field. nd 
te. of the Narcotics Division, 
ai ihe B a quickly recognized 
greatly THN ef the Division could be 
and eee by expanding its interests 
Beas y beyond the narcotics field. 

ngly, when the Division of Mental 
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Hygiene was created, it was given greater 
authority to co-operate with local and state 
mental health personnel, and the areas of 
concern of the Division were expanded to 
include the mental health aspects of such 
other areas as alcoholism and delinquency. 

In 1938, Lawrence Kolb replaced Dr. 
Treadway as chief of the mental hygiene 
division. Under Dr. Kolb’s leadership, the 
Division began to expand its activities into 
the wider field of treatment and preven- 
tion of mental disorders. Dr. Kolb was 
particularly concerned with the need for 
research in this whole general area, and he 
was one of the first advocates of the crea- 
tion of a national neuropsychiatric insti- 
tute which would stimulate this research 
by establishing its own laboratories and by 
grants-in-aid to private investigators. His 
recommendations in regard to the form 
and functioning of such an institute were 
influential in the planning for the National 
Institute of Mental Health, which was car- 
ried on several years later. 

Meanwhile, during the 1930's, the Rocke- 
feller Foundation was financing a mental 
hospital inspection project which was 
sponsored by several medical and lay 
groups throughout North America ‘The 
results of this project were so beneficial in 
pinpointing the conditions and needs of 
mental hospitals in this country and in 
establishing standards for these hospitals, 
that the United States Public Health Serv- 
ice assimilated the project’s director and 
services into its organization when the 
private financing expired in 1939. 

This hospital consultation service, under 
the direction of Samuel W. Hamilton, was 
to provide a wealth of factual data on the 
tremendous need for increased professional 
manpower, services, and facilities in the 
mental health field, which was to serve as 
a stimulus for greater federal concern with 


these problems. 
91 


For example, it was disclosed that in 
1941 the state mental hospitals employed 
74 per cent fewer psychiatrists than recom- 
mended, 92 per cent fewer psychologists, 
and 71 per cent fewer social workers. The 
presentation of such conditions in a factual 
form helped to create pressures on Con- 
gress for remedial legislation, which the 
lawmakers found increasingly difficult to 
ignore. 

Thus, before World War II, there was a 
growing trend for increased federal involve- 
ment in the mental health field, and, in all 
probability, this trend would have contin- 
ued to grow even without the catalytic 
effects of the war. However, the unend- 
ing need for manpower during the war, 
and the discovery of the toll that mental 
disorders exact by detracting from this 

, greatly accelerated the move 
toward federal involvement. 

This acceleration was brought about by 
two exceedingly important changes in per- 
spectives concerning the nation’s mental 
health problem: the nation’s mental health 
was no longer considered solely a humani- 
tarian concern, but also an economic and 
military one; and the state of the nation’s 
mental health was seen as directly influenc- 
ing the functioning of the national as well 
as local governments. Both of these changes 
in perspective created a basis and a justifi- 
cation for federal involvement that over- 
powered any opposing considerations. 

While the war was still in progress, 
the groundwork was being laid for the 
nature and extent of this federal involve- 
ment. A Senate Subcommittee of Wartime 
Health Education was given the task of 


exploring means and methods of institut- ' 


ing a national program in mental health 
which would also include a service program 
for Veterans. The Interim Report of the 
Subcommittee contained the following 
recommendation, among others: 
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“At present, psychiatric clinics are altogether im 
adequate to meet the needs of the returning 
men, and considerable expansion of such services 
should be undertaken, primarily as a preven 
tive measure, to guard against the aggregation 
of disorders which are now relatively minor ... 
and this service should be provided through 
the media of general community clinics,” (19, pp. 
358-386). 


Also, in 1944, the United States Public 
Health Service (by Public Law 410) was 
given the authorization to significantly alter 
the methods by which it was tackling the 
need for greater knowledge on the eti 
ology, prevention, and treatment of mental 
disorders. Previous to this Law, the Pub- 
lic Health Service had to carry out its own 
research within its own facilities, but with 
the passage of the law, the U.S.P.H.S. was 
able to award grants-in-aid to institutions 
and individuals to carry out research in 
the field of mental health. 

This important step resulted in a more 
varied attack on the problems and suc 
ceeded in interesting more mental health 
personnel in devoting their energies and 
talents to research. 

The form of the yet-to-be-founded na 
tional program was slowly emerging when 
Dr. Robert H. Felix succeeded Dr. Kolb as 
chief of the mental hygiene division in 
1944. That a national program would soon 
evolve was not questioned by this time, and 
Dr. Felix was especially enjoined by the 
Surgeon General “to do everything possible 
to further the development of a balanced 
and effective national program,” (20, P: 
675). When the National Mental Health 
Act was passed in 1946, the mental hygiene 
division, under Dr. Felix, played a major 
role in influencing the scope and the intent 
of the Act. The National Institute of 
Mental Health was created the following 
year, and a full-fledged national program 
was born, with a three-pronged attack of 
research, training, and community services- 


Since the passage of the National Men- 
Health Act?® there have been rapid 
far-reaching changes in the philosophy, 
, and goals of the mental health 
The term “community mental 
th” has become ever more popular as 
@ general designation of these changes. 

It has been the purpose of this paper to 
some of the antecedents of these 
Changes and to give the reader an indica- 
tion of the historical development of pres- 
“@ntday community mental health theory 
and practice. 
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MMPI changes following 


a course in mental hygiene 


Much has been written concerning the im- 
portance of mental health in the classroom. 
Abramovitz and Buraham (1) stress the im- 
portance of guidance and the role the 
ay can play in promoting mental 
bea | Farnsworth (4) points up the nu- 
a a Scope of the problem. According 
a 5 gures, 42 million children were en- 
in ia schools of all grades or levels 
Se In our institutions of higher 
-arning that year 3.6 million students were 
In attendance. 
ithin the next decade, the enrollment 
pr nons of higher learning is ex- 
en ah me significantly and perhaps 
Bcc: uble in size. Farnsworth (3) makes 
ci case for the college or university 
Cana: This would be a logical step 
Mitkai 8 the acute, emotionally disturbed 
` The promotion of meaningful, 


In i 


productive relationships can be enhanced 
by classroom experiences. In this regard, 
the university professor can play an impor- 
tant role. 

This is not to imply that each course 
can or should be revamped into a mental 
hygiene-centered framework as is indirectly 
implied by Thorpe (9). Olson and Watten- 
berg (7) are of the opinion that all curricu- 
lum experiences have mental health signifi- 
cance. They point out that the permissive 
approach alone is not successful unless the 
student attains some insight into his prob- 
lems. 

A popular approach to sampling opinions 


Dr. Kodman is an associate professor and Mr. 
Sedlacek, a research assistant, in the Department 
of Psychology at the University of Kentucky in 
Lexington. 
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and attitudes in the classroom is the use 
of some type of questionnaire usually left 
unsigned by the student. Admittedly, this 
technique leaves much to be desired, for 
obvious reasons. To measure insight or 
attitude change, a more definitive approach 
is necessary. With this objective in mind, 
the following investigation was undertaken. 


PROCEDURE 


An upper division graduate course in 
mental hygiene, taught by Dr. Kodman, 
was selected as the appropriate setting for 
promoting insightful experiences. The en- 
rollment consisted of 21 females and 15 
males from the College of Arts and Sciences 
and the College of Education. 

The assigned textbook was Shaffer and 
Shoben’s The Psychology of Adjustment (8). 
In addition to lecture and discussion, short 
essay quizzes and two multiple choice 
exams, each student prepared a term paper 
on a self-chosen topic. A permissive, stu- 
dent-centered approach was attempted by 
the instructor. 

Personality change was estimated by the 
short form of the Minnesota Multiphasic 
Personality Inventory commonly referred to 
as the MMPI (6). The personality inven- 
tory, consisting of 366 items, was admin- 
istered during the first and last week of the 
semester. The purpose of the inventory 
was not discussed. . 


RESULTS 


The 36 students enrolled in the course came 
to the University of Kentucky from six 
states. Goodstein (5) studied regional dif- 
ferences in MMPI responses and found 
nonsignificant differences among 408 fresh- 
men from eight colleges. Thus we were 
confident that regional influences were 
probably not significantly influencing our 
data. 
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We were concerned primarily with nine 
of the ten clinical scales of the MMPL 
These scales were as follows: hypochon. 
driacal, depression, hysteric, psychopathic 
deviate, masculine-feminine, paranoia, psy- 
chasthenia, schizophrenia and hypomania. 
The scores for the males and females were 
combined since we were not interested in 
sex differences. 

The Sign Test (2) was applied to the pre 
and postsemester responses after they were 
converted to T scores. Of the nine clinical 
scales, the hypochondriacal and hysteria 
scales changed significantly over the se 
mester. The differences in each case were 
in the direction of less pathology. In other 
words, the postsemester scores showed a 
lesser number of pathological responses 
The differences can not be attributed 
chance since they were significant at the 05 
level and could have occurred by chance 
only five times in one hundred occurrences. 
We can assume then that the classroom 
experiences in mental hygiene contributed 
to the differences found by the Sign Test 


DISCUSSION 


A personality test was administered befor 
and after a course in mental hygiene Ú 
obtain an objective measure of attitude 
change brought about by classroom expel 
ence. Two clinical scales, the hypochom 
driacal and the hysteric, showed a statist 
cally significant difference at the end of the 
semester. The changes were in the diret 
tion of less pathology. The students, 35 # 
group, seemed to be less concerned about 
abnormal bodily functions. Although thoi 
changes may be temporary, they are nevet 
theless in the desired direction. 


SUMMARY 


e 
A class of 36 upper division and gadr” 
students were enrolled in a mental hyg" 


MMPI changes following a course 


course. The clinical effects of their class- 
room experiences were studied by means 
of the MMPI. Two of the nine clinical 
scales showed significantly fewer pathologi- 
cal responses. Tentatively, it was assumed 
that the classroom experiences exerted a 
desirable effect upon the students. This ap- 
proach has some advantages over the in- 
formal questionnaire frequently used by 
the classroom teacher. 
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The mature person 


This paper is an attempt to put down in 
writing what I think a mature person is 


Dr. Barrett-Lennard is on the faculty of the De- 
partment of Psychology at the University of New 
England in Armidale, New South Wales, Australia. 
He was formerly assistant profesor of psychology 
at Auburn University in Auburn, Ala. 

This paper is based on a talk presented at the 
Institute in Counseling and Guidance sponsored by 
the National Defense Education Act at Auburn 
University in 1960. 


YI am sure that my thinking about maturity is 
much influenced by my own personal and cultural 
background. Readers whose experience differs sig- 
nificantly from mine may be puzzled by my ideas. 
Perhaps they may even feel that if people actually 
fulfilled my definitions of maturity, our society 
would be more unstable and hazardous than 
it is at present. What I view as inner freedom may, 
for example, be seen by another as dangerous psy- 
chological anarchy. 

I can only speak with conviction from the context 
of my own experience, recognizing that it is con- 
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like. In doing this I feel tentative and 
a little insecure, for these thoughts are # 
part of me that I have not previously 
spelled out and presented in such publik 
form. I hope that they will be taken # 
Statements of personal meaning, rath 
than as a formal presentation of theory, 
and that the interested reader will relate 
them to his own personal meanings about 
the ideal aims of individual development! 
Perhaps I should say at the outset that 
I shall be using the term maturity in š 
special sense that has little or nothing @ 
do with how long a person has lived of 
how much he has learned and that hat 
no consistent relationship with his 
or professional standing or any other b 
dimension of his outward life adjustment 
It may help to mention some alterna 
terms that others have used to id 
their conception of what I am calling 
mature person. These include the 


` 


om, the self-actualizing person, 
d person and the productively- 
ex Dr. Carl Rogers, whose 
n | influenced me deeply, speaks 
; unctioning person. The term 
d person has been widely used 
Generally I think with connota- 
that conflict with my concept of the 
ie or adequate person. 
“Specific ideas that I would like to 
fm a single pattern of meaning in 
mind. However, to give my 
mis more manageable form I have 
O express them within the frame- 
Several interrelated aspects or 
tics of mature functioning. The 
atten seems relatively stable in my 
Minking but the component elements 
‘be arranged and stated in many ways. 
out more ado, let me state the quali- 
o ‘the maturely functioning person in 
orm in which they emerge in my think- 


present. 

st, he is open to his experience. By 
in that he is open to recognizing 
Owledging his own feelings and 
He can freely see within him- 
is sufficiently comfortable with 
ay he is to realize openly what his 
dsehings and attitudes and motives 
freely admits anything that he 
€Xperiences into his conscious 
He thus behaves, as it were, 
ht of complete information about 
experiencing at all levels. This 
he is flexible and adaptive and 
ps and changes continuously 
new experience. 

$ Openness implies readiness 
is not, in any sense, suscepti- 
his position with every wind 
The beliefs and values and 
are his guideposts are deep- 
his total present and past 
‘They change because the 
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meanings of the present are accepted and 
included and not because the past is igp 
nored or excluded. 

I suspect that none of us is completely 
open to his experience. All of us, in some 
degree, filter what we experience through 
a system of learned attitudes and values, 
We are somewhat selective about what we 
admit into consciousness, especially about 
ourselves. We listen to some of our feel- 
ings, longings, wishes or fears, and ignore 
or suppress others. We tend to be authori- 
tarian, even dictatorial, in regard to our 
inner experiencing. 

In order to feel worthy and acceptable 
we need to see ourselves in a certain light. 
We have learned that it is acceptable, and 
hence desirable, to feel and think and act 
and be in certain ways, and not in other 
ways. In many cases we have forgotten 
the bases on which we learned these things, 
or even that we did learn them. They 
have become part of our personal reality, 
things that just ere, and it disturbs us 
deeply to experience anything that will not 
fit this self-reality. 

If we become more open to our experi- 
ence (and this is one of the changes that 
occurs in successful psychotherapy) we do 
not necessarily feel more comfortable or 
relaxed at a conscious level; life does not 
seem simpler or easier. However, we do 
feel freer, more whole, more in touch with 
the richness of our own experience, more 
trusting of our own resources for meeting 
the demands and opportunities of life in 
constructive and rewarding ways. - 

A second characteristic, closely related to 
the first, is that the mature person as I 


ditioned by the age and culture that constitutes 
its setting. On this basis I presently believe that 
it is possible for man to be mature, according to 
my conception, and that this maturity is necessary 
for the most rewarding and effective fulfillment 

his own nature, 


see him, is essentially genuine or congru- 
ent. He is honest within himself and pre- 
sents himself as he is to others. He does 
not need to deceive himself about his un- 
derlying feelings or desires because he is 
not afraid of them. He does not feel bad, 
unacceptable, unlovable, unworthy or in- 
adequate if he admits to himself anything 
that he actually feels. Optimally he is non- 
defensive, in an inner sense. He has no 
need to protect himself from inner con- 
flict, guilt or anxiety, by shutting out or 
distorting part of his experience. He does 
not need to maintain a certain image of 
the kind of person he is at the cost of 
denying some of the evidence from his own 
awareness. 

Thus, the self-concept of a congruent 
person is a direct result of his experience. 
Rather than making (or trying to make) 
his conscious awareness and outward ac- 
tions fit his self-concept he develops and 
adjusts his view of himself in the light of 
how he actually feels and acts. As Dr. 
Carl Rogers has put it, “The real self is 
something that is discovered in his ex- 
perience, not imposed upon it.” 2 

A third aspect is that the mature person 
trusts and depends on his own capacities 
to organize and interpret the data of his 
experience. He relies on his own experi- 
encing process. He does not feel the need 
for external guidance, direction or author- 
ity in order to know what to do. At the 
same time he is open to seeing the meaning 
in what others express, and he respects 
their opinions and ideas. He may use 
their perceptions as one significant source 
of evidence, among others, in developing 
his own opinions and determining his ac- 
tions. 


2 Rogers, Carl R. “What it Means to Become a 
Person,” in Moustakas, Clark E., ed., The Self, 
(New York: Harper & Bros., 1956), chap. 15, p. 202. 
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The mature person is, in other terms, 
essentially and naturally self-directing and 
self-motivating. We are all familiar with 
the kind of “independence” that springs 
from rebellion against perceived restraint 
or rejection. Perhaps you would agree 
with me that this is actually a form of de- 
pendence in that the individual is not freely 
self-motivating but is largely governed by 
a persistent need to exert himself against 
the efforts that he is sure others will make 
to restrict or humiliate or destroy him. He 
is caught in a pattern of distrust, oppos 
tion and counteraction. Unfortunatel 
this pattern tends to provoke others to re 
spond in ways that reinforce it. 

The mature person freely steers his own 
course because he knows himself, because 
he trusts his own resources and sees himself 
as being responsible for his actions. His 
decisions are made in the light of an open 
awareness of self and of other evidence 
available to him. In making decisions he 
is neither hasty and impulsive nor com 
pulsively cautious. When results do not 
turn out as he expects, when he makes @ 
mistake, he can readily see and acknow} 
edge it without loss of self-respect. BY 
being most open to actual evidence o 
error or failure, as well as success, he learns 
most significantly from his experience. 

My discussion has been most directly 
concerned, so far, with what I think arm 
basic inner qualities of a mature perso 
These qualities would be reflected Ve 
significantly in outward behavior but 4% 
in essence and in definition, conditions an 
processes of a person’s inner being. 

In summary, I have said that a matt 
person is open to his experience: meani 
by this that all the processes comprising 
his inner being flow freely within him, 
registering according to their kind a 
without hindrance, in his conscious oe 
ness. I have described him as congruent 


implying that he functions as one consist- 
ent whole, that what he feels and thinks 
represents what he is, and that he discovers 
and identifies himself through his experi- 
ence rather than imposing conformity on 
his self-awareness by means of a precon- 
ceived and zealously guarded self-concept. 

Finally, I have stated that the mature 
person is spontaneously self-directing—that 
he feels responsible for what he is and 
does, that he trusts his own capacities to 
eigh and interpret the data of his experi- 
ence, and that he looks to himself as the 
urce of purposeful and adequate decisions 
for his own behavior. 

The further aspects of maturity that I 
Would like to add to the picture already 
given are concerned, to a greater degree, 
with outward behavior and relationships. 
Each of them can be introduced by means 
Of a question. 

In what sense is the mature person pro- 
ductive and effective? 

My answer, firstly, is that he is optimally 
Productive in the sense that his own poten- 
tialities are fully available to him. He has 
a balanced and dependable view of his own 
assets and limitations, based on an open 
portion and nondefensive evaluation of 
ie AM responded in his many encoun- 

people, things and ideas. 
. he is adaptable, original and 
` wawaq the range of his potential 
fon Ra $ AE ropa each new situa- 
a Beis ut not committed by his 
A nce. His own being has the 
hs ly evolving pattern, 

“qaa oa a direction but no end 
Eiir, E becoming, He accepts 
does not se E c anging nature of being and 
Boti yer stability in the sense of fixed 
ae ues, Immutable purposes, ulti- 
Pee Standing or completed develop- 
| plies incre Own continuous evolution im- 

asing resourcefulness in meeting 


“ey 
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both the new and the familiar situations of 
his life. 

In what sense is the mature person con- 
sistent and self-controlling? 

From one point of view my whole dis- 
cussion has been dealing with ways in 
which the mature person is consistent. I 
have described a number of basic qualities 
that define the way he is, not at some times, 
but ideally at any time. One of the things 
that these qualities imply to me is that 
his response is never isolated from the main 
stream of his experience and personal be- 
ing. An opposite condition would be 
capriciousness, a skipping from responding 
to one facet of one’s experience and then to 
another. 

What the mature person does consistently 
reflects what he is, as a whole unified being, 
at the time of his action. He always be- 
haves in accordance with the full band of 
impressions registering within him. Be- 
cause he does not try to superimpose a 
constancy on his changing, ever-emerging 
wholeness there is much variety and even 
unpredictability to his specific feelings and 
actions. His constancy lies in the way he 
functions, in the basic patterns of his life- 
process, not in the specific forms of what 
he does. His life is a nonrepetitive process 
of becoming and he has no need for the 
confined security of unchanging means or 
ends. 

I have described the mature person as 
internally consistent or unified in his func- 
tioning, as self-directing and as assuming 
that he is responsible for his own actions. 
These characteristics imply inner control, 
not in the sense of control by a part (the 
conscious self, for example) over the whole, 
but with the meaning that control or direc- 
tion emerges from the free interplay and 
combined action of all processes comprising 
the individual’s total being. f 

It is not as though the “head of state” 
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t or increasing 
rity in others, he will tend to have this eliet 
in his encounters with them. His emy 
congruence, and personal openness in Me 
relationships with others, coupled with ú 
positive acceptance and appreciation 


he typically (although not invariably) feei 
toward them are, I believe, esential and 


basic qualities of a “helping relationship’ 

I have described my conception of 
helping relationship elsewhere? and 
wish to draw attention here to its inti 
connection with this conception of 
rity. The mature person is, as I see 
naturally a helping person in his relat 
ships with others, and they, in turn, 
come more constructive in their own 


present conception of a mature penon 
cannot help wondering how you, a 
reader, will react to my thoughts, and 
the conception itself will further evolve 
my own mind. Perhaps some of you 
contribute to its further development 
sharing your response with me. Or 
haps my thoughts will help you, in 
degree, to see more clearly what your 
liefs are as to the characteristics of man 
his fullest state of being. 

I have been prompted to set down 
ideas partly because I want to see 
clearly the directions I feel to be most 
nificant in my own development and 
of others. How would I like to be i 
What do I wish to help others to 
I wonder if I am right in thinking 
these are questions that all of us ask 
selves—at times and in our own 
and that part of their fascination lie 
the fact that we can go on discovering 
significant answers throughout our live 


n personality defect which 
d at times by addictive be 
inadequate personality. This 
Monality is characterized by an 
Me response to ordinary intellec 

on social, and physical de- 
exhibits inadaptability, inept- 
lack of physical and 
and social incapacity. 
personality is quite 
a chronic alcoholic in an 
off intolerable feelings of 


et del drives and motivations 
d to set him off as a definite and 
‘t personality type. 

acter structure there are traits 
à lack of persistence or con- 
Cort or attachment. He has 
‘Ted he has a tendency to ig- 

has a low tenacity or per- 
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alcoholic personality 


a 
passive kind of defenselessnes. He 
to be quite oversensitive in his interper- 
sonal relationships. 

In the inadequate personality there is 
a diminished social responsiveness, a par- 
ticular kind of social withdrawal which is 
quite distinct from the emotional flatten- 
ing of the schizophrenic. There is also 
an active depreciation of normal emotional 
display, coupled with a sense of depriva- 
tion. He seems to have discovered that at- 
tack is the best form of defense. 

Among other traits of the inadequate 
personality are excessive reserve and me- 
ticulous conformity, pedantic fussiness, 
and, at times, fantasies, in which he plays 


Dr. Podolsky is a psychiatrist in private practice in 
Brooklyn, N.Y. b 
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an aggressive role. All these traits lead 
to socially stressful situations which may 
lead to chronic alcoholism, in an attempt 
to attain some degree of emotional homeo- 
stasis and to reduce internal stress and ten- 
sions. 

Presented below are several cases, of 
many, which are illustrative of the inade- 
quate chronic alcoholic personality: 


CASE 1 


P.M., fifty-eight-year-old male. He had his 
first drink at the age of seventeen. He 
became a heavy drinker at the age of forty- 
one following the death of his wife, which 
plunged him into an episode of depression. 
His work history is a rather poor one; he 
has had a variety of jobs because he could 
not persist in any kind of work endeavor. 
He ignored his obligations to his wife and 
family because he was not capable of get- 
ting along with his fellow workers. 

He has had persistent feelings of in- 
adequacy and unworthiness. His social 
life had always been rather constricted. He 
has few friends and always prefers to be 
alone. Fantasies in which he plays a heroic 
role are quite frequent. Drinking has 
helped him to moderate his tensions. Dur- 
ing the course of the day he drinks from 
10 to 15 cans of beer. Occasionally he 
drinks a gallon of wine. When intoxicated 
he finds himself able to face up to his 
situations with greater ease. 


CASE 2 


D.M., thirty-three-year-old, married male. 
He began to drink at the age of seventeen. 
At twenty he was a confirmed alcoholic; 
he would consume several pints of whiskey 
and three to four quarts of beer during a 
drinking spree. He states that he drinks 
to “relax, to forget my feelings of inferi- 
ority. When I drink I am not afraid to 
talk to people. I am better able to face 
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them. I can talk and joke with people 
when I have had a few.” 

Mr. M. drinks in order to alleviate feel- 
ings of inferiority, inadequacy and the in- 
ability to establish close interpersonal re- 
lationships. He is very sensitive to any 
occurrence in which he feels slighted or 
neglected, most of these occurrences being 
fancied rather than actual. He has hada 
great many jobs and at present he is un- 
employed. There is definitely a low te 
nacity of purpose in almost all of his ac 
tivities. 


CASE 3 


R.H., married, sixty-three-year-old male. 
He has had numerous jobs, none of which 
he kept for any length of time. He has 
never felt equal to any task that was set 
for him, feeling inadequate and inferior. 
He never brought to any definite condu- 
sion any task that required adequate ex- 
ertion physically or intellectually. Mr. H. 
began to drink at the age of sixteen. By 
the time he reached the age of thirty he 
had become a confirmed and excessive 
drinker. He consumes a quart of whiskey 
when on a drinking spree, which is quite 
often. 

He states that he drinks “to feel good, 
to loosen up.” He had never been able 
to face reality situations with any degree 
of ease or mastery. He has found himself 
defeated in most everyday situations. His 
social life was always meager, his ego sensi 
tivity has kept him in an almost constant 
State of tension, and relief was obtainable 
only when in a state of intoxication. 


CASE 4 


A.P.H., married, forty-two-year-old male. 
He has worked as a chauffeur, butler, groc- 
ery clerk, factory worker, freight-handlet 
and at numerous other jobs, none of whi 

lasted for any length of time. He has had 


few friends, was always shy and withdrawn, 
and oversensitive in his interpersonal re- 
lationships. 

Mr. H. began to drink at the age of 
eighteen and by the time he reached the 
age of twenty-five he was a confirmed alco- 
holic. He states that when intoxicated he 
finds everyday situations not so tenseful 
and intolerable. 

Characterologically, he is inadaptable, in- 
cpt, shows poor judgment and a lack of 
physical and emotional stamina. He has 
almost constant feelings of unworthiness 
and inadequacy. 


CASE 5 


RK, married, forty-four-year-old male. 
His work record is quite typical; he has 
never been able to work at any job for 
More than a few months. He has always 
been quite shy and withdrawn. He is 
hypochondriacal, is always pampering him- 
self and is fearful of any type of physical 
exertion. His responses to everyday in- 
tellectual, emotional, social and physical 
demands have always been characterized 
by inadequate responses. 
The patient began to drink at the age 
of twenty. Within a few years he had 
ome a confirmed and excessive drinker. 
E en intoxicated he is more at ease with 
a a able to ward off, for a time, 
Olerable feelings of inadequacy, un- 
Worthiness and inferior. a 


CASE 6 


ee forty-year-old, married female. 
a SN to drink at the age of twenty- 
ity an she was not capable of form- 
ae, _ Sia relationships with 
a ne because she felt isolated and 

ie X was never able to face any situ- 
R out experiencing tension and 
Y, and she states that she never com- 
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pleted any task which involved physical or 
intellectual exertion. 

Problems were always piling up in spite 
of what she did about them, and she al- 
ways found herself in a state of paralyzed 
inaction. Her fussiness about things never 
permitted her to do what she set out to 
do. Her sensitivity and easy vulnerability 
in everyday situations have kept her in a 
constant state of tension and anxiety. 

Mrs. S. has been using alcohol primarily 
as a method of adjustment to conditions 
which to her are intolerable and stressful. 
Also, she has been using alcohol as a means 
of avoiding anxiety on an unconscious level 
and discomfort on a conscious level. The 
patient, having discovered her ego sensi- 
tivity, coupled with a passive kind of de- 
fenselessness, has learned that alcohol can 
be used as her primary method of ego 
defense. 


SUMMARY 

In summary, the inadequate chronic alco- 
holic personality is characterized by the 
following traits: 

1. He displays inadequate responses to or- 
dinary intellectual, emotional, social and 
physical demands. 

2. He shows inadaptability, ineptness, poor 
judgment, lack of physical and emotional 
stamina, and social incapacity. , 

3. He shows a lack of persistence or con- 
tinuity of effort or attachment. 

4. He has a tendency to ignore his obliga- 
tions. 


5. He has a low tenacity of purpose. 
6. There is a hypersensitivity of the ego 


coupled with a rather passive kind of de- 
fenselessness. 

7. He tends to be oversensitive in his in- 
terpersonal relationships. 
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8. There is a diminished social responsive- 
ness. 


9. There is an active depreciation of nor- 
mal emotional display, coupled with a 
sense of deprivation. 

10. There is excessive reserve and meticu- 
lous conformity, pedantic fussiness, and, 
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at times, fantasies, in which he plays an 
aggressive role. 

11. He often resorts to alcoholism in an 
attempt to ward off intolerable feelings of 
inadequacy, inferiority and unworthines 
and to attain some degree of emotional 
equilibrium. 


= 
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Psychiatric aspects of 


police-community relations 


All over the country in the past 10 years 
there have been an increasing number of 
je Community Institutes,” which are 
sea to helping both citizens and law 
ea. officers better understand their 
at ips to each other. At these in- 
“ne Professionals from many areas con- 
en observations. _ However, the 
ae the psychiatrist remains 
Rer ji bere this reflects the tra- 

psy RET otherapy that the practicing 
Met as a must remain patient-centered. 

TA nA A; e ean comes more to appreci- 
m X ts of psychiatry, there will be 
us emands that the theories of the 
š nee be applied more and more to 

as to th ms of community living as well 
i € problems of a single individual 
€ community. Relatively speaking, 
coy relationship is a 
not innocuous or self-limiting 


e 
mi: 


—problem in present-day community living. 

As it happens, the psychiatrist has had 
the opportunity to learn something about 
police-community attitudes, since in nearly 
all patients seen in intensive psychotherapy 
there will be consciously expressed attitudes 
about police, over and above the great 
concern that must arise in all persons about 
the rules of authority. Oftentimes these 
expressed attitudes will be the associations 
to dream material in which a policeman 
plays a prominent role. 

In addition, in most large teaching 
centers, policemen, like firemen, have been 
a N DS ane 
Dr. Pierce is assistant professor of psychiatry at 
the University of Oklahoma School of Medicine 
and chief, Psychiatry Service, Veterans Administra- 
tion Hospital, Oklahoma City. 

This paper was presented at a Police Community 
Institute held at Xavier University in Cincinnati, 
Ohio, in April, 1960. 
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quite willing to accept psychotherapy. 
Finally, in many instances the policeman 
has worked collaboratively with the psy- 
chiatrist for example, through court clinics, 
child psychiatry clinics, meetings to estab- 
lish rules in handling psychotics, etc. From 
such a diversity of sources I will first give 
a distillate of clinical experience concerning 
police-community attitude and then proceed 
to some of the theoretic meanings behind 
such attitudes, 


SUMMARY OF CLINICAL 

EXPERIENCE 

In most instances of maltreatment to prison- 
ers by prison guards, there can be located 
evidences of situational maladjustment—or 
more chronic emotional conflicts—in the 
guard. These troubles are then skillfully 
aggravated by the prisoner (5, 6). 

The Kansas City Police Department 
works in close harmony with a community 
mental health foundation. The workers at 
this foundation have discovered that the 
policeman is often perplexed about the 
image he has in the eyes of the public (3), 
i.e, the officer would like to be thought of 
as a benevolent, sacrificing, and strong pro- 
tector, but he feels his public image may 
be, in extreme cases, as a weak, greedy 
“flat foot.” 

From material such as this, one is able 
to draw two salient general features about 
police-community relations: 

(1) In police-citizen interaction there is 
a “lock-key” arrangement. On the one 
hand, the policeman finds people whose 
personal problems facilitate the solution— 
although unsatisfactorily—of the police- 

man’s own problems. On the other hand, 
citizens invite their own catastrophes with 
policemen by using the officer, to solve their 
problems, in an unsatisfactory manner. 
(2) Troubles extant between the police 
and community reflect an ongoing modi- 
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fication which is secondary to the emand 
pation of women. This continuing revolu 
tion in American civilization has resulted 
in the diminution of the importance of 
father in the family prestige system. In 
this way the emancipation of womanhood 
has had among its far-reaching positive and 
negative ramifications the incessant re 

visions of public attitudes toward police 

authority, since, dynamically, the policeman 

is a father equivalent. 

In psychiatric interview material, particu: 
larly dreams, the policeman is usually seen 
as a special sort of father symbol. He is 
depicted in his inhibiting, restricting capac 
ties more frequently than in a protecting 
capacity. Dream research studies in which 
a person is awakened while dreaming sup- 
port this observation (9). For instance, & 
college coed dreamed she appeared in a 
dormitory lounge dressed only in pajamas 
She received a male caller who then began 
walking upstairs with her to her room. 
She and her friend were seeking a place 
where there were no other coeds, when 4 
whistle announced the sudden arrival of à 
policeman. At this point the students 
recognized why the policeman “blew the 
whistle” on this journey which terminated, 
the dreamer recalls, in clumsy embarrass 
ment. 

Case situations will serve to illustrate the 
role of the father in the fantasies of both 
policemen and citizens in some typical 
“lock-key” arrangements. 

Situation A. A “lock-key” of hostility. 

Sergeant A, who happened to be a Negro, ` 
had grown up in a tyrannical household, 
and he came to hate his father. In becom | 
ing a policeman he had used the ego 4 
fense of identifying with the aggressor. H 
this way he could now master the anxiety 
of being terrorized, by becoming himself # 
tyrant who had sociolegal sanction. Now | 
he was in the position to look for rebellious 


sons on whom he could display his author- 
ity by means of hostile actions. 

The Sergeant, a physical giant, consci- 
ously sought out white persons whose cars 
bore southern license plates. He would find 
an excuse to stop the car and would harass 
the driver, always in the presence of a large 
qowd of curious citizens of both races. 
The harassment would proceed in such a 
manner that some drivers would become 
resentful. This was the consciously sought 
goal of Sergeant A., because then he could 
“pound some head.” The witnesses would 
always swear that the driver “gave the 
officer some lip.” 

Tt must be stressed that racial prejudice 
per se was not a large problem to the 
Sergeant. About the other part of the “lock- 
key” arrangement I can only speculate, since 
I did not examine any of the aggrieved 
citizens. However, such citizens were highly 
selected, since most southerners presumably 
did not take the offered bait of the goading 
Policeman. 

Those who did accept the bait probably 
had a symbolic hatred for fathers, which 
Was displaced onto the Negro race. In this 
Manner the colored man is fantasied as 
Powerful and black (which represents evil 
os the cover of darkness in the primal 

= a sae serves to keep the fanta- 
Bie, er “in his place,” which dilutes 
X i potential retaliative threat. When 
Fik T s faced with a situation in 
ie is menacing, he is put into 
fa Ra. € Preconscious awareness of the 
Dist ` yw retaliation. Thus there 
ever: rigorous attempt to re-usurp 
ieee the citizen is belligerently 
ea S because of his hostile feelings to 

go "aska now represented by the Ne- 
TE to age The officer, although using 
tii the it a victim, has created condi- 
Ucive to allowing him to so iden- 
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tify with his own father that there is no 
recourse but to punish a rebellious son. 

Situation B. A “lock-key” of sexuality. 

Many women patients will report a 
peculiarly aggressive sort of flirtation by 
policemen. For example, it would seem 
that minor excuses to stop the female 
driver or pedestrian are but a crude dodge 
to procure an address or phone number. 
Later the policeman will call the woman. 
Sometimes pressures are brought to bear 
such as, “well, look, honey, it’s like this: no 
date, you get a ticket.” 

It is astonishing that such crude coer- 
cion is accepted by intelligent young 
women who make no protest, fail to get 
badge numbers, etc. When I reviewed 
my own private practice cases, such women 
had a common denominator which helps 
explain their calm acceptance of these 
repetitive flirtations. The same women 
seemed to have been involved in incidents 
with multiple policemen on different occa- 
sions. Often these fairly regular occur- 
rences began when the women were teen- 
agers. 

The trait possessed by all these patients 
was that they lacked a strong father in 
their own homes (or the father had been 
absent entirely, by reason of death or sep- 
aration—usually during the woman's 
teens). As all clinicians will anticipate, 
such patients were rife with problems at 
a sexual level and in many interpersonal 
relationships they broadcast cues to insure 
that some man would recognize that they 
welcomed strong domination. I have no 
way of knowing by what means a police- 
man could single out, from the barrage 
of cues that all people receive, those which 
would indicate to him that a particular 
woman would accept his advances affect- 
lessly with such reasonings as “well, what 
could I do, he’s a policeman.” 

None of my own patients had affairs with 
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the policemen. However, in the book Five 
Families, which is an anthropologic study of 
Mexico, the modern, rich, young wife, 
who on occasion had extramarital affairs, 
had most recently selected a traffic police- 
man to provide her gratification (2). This 
woman's father is described as “ineffective” 
and ‘in her home, mother had been the 
dominant force. 

In the cases described there was no clin- 
ical evaluation of the policeman. Yet in 
terms of “lock-key” theory, it appears as 
if these men had an excessive need to be 
strong and domineering. One cultural 
proof of these qualities would be the abil- 
ity to seduce—or at least flirt—in flagrantly 
daring situations. The nature of these ad- 
vances necessitates a callous domination by 
the male. In these cases this seems highly 
desirable, as a solution method, for both 
the victim and the victimizer, 


Situation C. A “lock-key” of racial con- 
flict. 

Since police-community institutes are 
concerned (probably overly concerned) 
about racial issues, case situations relative 
to race should be reported. 

One patient was Sitting quietly in her 
car when officers arrived and told her, 
“You better move on, lady; don’t you know 
this is a Negro neighborhood?” 

Another young patient lived in an apart- 
ment house in which a robbery resulted in a 
police investigation. She was told, to her 
amazement, that the squad car policeman 
had had her under surveillance because 
they suspected she “was hustling Negro 
fellows.” Actually, no Negro fellow had 
been in her apartment. Yet, like the pa- 

tient told to move her parked car, this 
woman, in fact, did have a Negro lover. 
In both these cases the Negro lover seemed 
to be elected as a means of expressing 
resentment and defiance to the traditional 
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attitudes insisted upon by the male mem. 
bers of the family. 

Theoretically, restrictive conformation 
may result from herd feelings of the males 
which drive them to share all sisters—in 
order to stabilize the society as well as 


reduce the omnipotence of father, who 


originally kept all the women. 

Since the evil, powerful father may be 
represented by the Negro, it becomes a herd 
concern when the sisters seem to be return 
ing to his influence. In this manner, 
the squad car men, as they cruised together, 
may have had a heightened group aware 
ness of the need to inhibit sister surto 
gates, although their conscious attitudes 
would be that they were merely protecting 
the wishes of the society by minimizing 
the possibility of Negro men making love 
to white women. 


POLICE-COMMUNITY IDEATION 

The case material reflects the general 
police-community ideation. Thus, for in- 
Stance, we find strife between what role a 
woman should have and how dominated 
she should be. Since the founding of this 
country there has been progressive emant- 
pation of the female role. The political 
Philosophy of equality was augmented by 
the true democracy imposed by expanding 
frontiers, which necessitated a more a 
sertive female participation. 


With the industrial revolution there came 


more necessity to make women integral 
participants in the nation’s productivity: 
To the United States World War I brought 
not only world leadership but also the 
firmly entrenched idea of women “out 0 
the home” and into the economy as dë 
fense producers. 

Modern war in this century has helped 
the rapid growth of technology and com 
munication. With such a growth the fari 
ily has “atomized.” That is, individu 


members have found more and more in- 
terests outside the home. Characteristic 
of our times is the creed of “advancement,” 
manifested by change, which should come 
about by the individual’s own struggle to 
"get ahead.” The community assump- 
tion that all individuals should struggle 
to “get ahead” has historical basis, but 
also contributes to present-day difficulties 
between citizens and policemen. 

In municipal government a very apt 
phrase—“the police and welfare powers 
of the state’—indicates a psychological in- 
tuition that such a division of the state’s 
powers does not constitute a false dichot- 
omy. A psychiatrist might view these sep- 
‘tate powers as being the father-mother 
powers of the society. 

The policeman has the father or patristic 
Power. In order to accomplish his work 
which is vital to our way of life and in 
that sense breadwinning—he must be com- 
Pulsively inclined, paying meticulous at- 
tentions to detail. He must be conserva- 
tive and sober in aims and objectives. Thus 
3 's timebound, and he functions in an 
Neanizational setting which is authority- 
centered and militaristic. In order for the 
r to be stable, it seems to the police- 

an that there must be a strong father who 
aa and keep order. Thus he is an- 
of a irritated whenever the powers 
K. u: father are threatened by 

Yet N maternal indulgence. 
koi 18 1s a level of concern which is of 
eae than the fact that the po- 
ing ee the unpopular job of thwart- 
Written eo ; Eric Severeid (7) has 
Dress thers the training of military youth 
Pends on ca He appreciate that order de- 
ing its a segment of the society hav- 
theres mus: Seber sphere. All 
Sti. e protected but none should 
a Ploned or suppressed. 

Citzens would wish that police de- 
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partments approximate this ideal. Law, by 
its definition of being an enlightened re- 
vision of custom, demands this conserva- 
tive, sober, objective approach of impar- 
tially protecting all spheres. This means 
that, ideally, the practical work of the po- 
liceman must be that of the conservative 
guardian of the status quo. 

The citizens represent the mother or 
matristic qualities of the state. These 
qualities are hysterical in contrast to the 
compulsive qualities of the policeman. As 
such, the citizens of a community are in- 
dividually-centered and supportive of in- 
dependent assertion. Their approach to 
problems, in contrast to the policeman, 
would tend to be more individually sub- 
jective, more impressionistic, more impulse- 
ridden. In order for the society to be stable, 
therefore, it seems to the community that 
Society must be like a kindly mother who 
is indulgent of each individual child’s wel- 
fare. Thus the citizen is irritated and an- 
noyed whenever the permissive, hysteric, 
matristic aspect of the state is threatened 
by the restrictive, compulsive, patristic com- 
ponents. 

An individual citizen feels that new 
ideas and new conditions constantly alter 
the power of the state. The society is 
viewed as a pulsating dynamism (8). Pres- 
ently, our culture—that is our shared be- 
liefs, thoughts, desires and feelings—de- 
mands that a mature individual citizen 
must not be accepting and satisfied with 
the status quo. 

In the truly Aristotelian sense, herein 
lies the tragedy of police-community rela- 
tions, There is an interplay between fate, 
or what is beyond one’s control, and char- 
acter, or what is within one’s control. Cul- 
turally, it is beyond the policeman’s control 
not to protect the status quo as much as 
it is culturally mandatory for the individual 
to show rebellion to the status quo. The 
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policeman’s slogan might be: “The urge to 
do right must take precedence over the 
urge to belong—and to do right one must 
abide by the status quo.” The citizen's 
slogan might be: “The urge to belong is 
stronger than the urge to do right—and 
to belong one must repudiate the status 
quo.” 


SOME THEORETICAL CONSIDERATIONS 


Stresses between citizen and officer are likely 
to occur during the police investigation of 
a suspected infraction of the law or at the 
time of disposition of a case involving a 
known culprit. 

Some theoretical formulations may be 
made, which could be put to test in formal 
Psychosocial research. In our culture, at 
the present time, it would appear that: 

1) Those groups which most strongly 
resent the status quo are more likely to 
register such protests so that they come 
to police attention (eg., teen-agers). 

2) Once they get to police attention, 
those groups most strongly resenting the 
status quo are more likely to believe that 
they have been maltreated by the police 
(i.e., these groups—for example, disenfran- 
chised minority members—will be acutely 
sensitive to limitations or restrictions 
placed on them by the police). 

5) The policeman is most likely to exer- 
cise extreme powers in those cases in which 
the status quo has been most actively dis- 
turbed and disrupted (eg. the police 
killer). 

4) Those groups which are excessively 
mobile socially and/or mother-centered 
in their family units are most likely to 
break the law—although not necessarily 

coming to police attention—eg., upper 
middle class income tax returnees. 


CORE CONFLICTS 
To the policeman, the essence of the great- 
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est strain in police-citizen relations is the 
failure of someone to observe the state 
quo. In specific cases the policeman be 
comes concerned with searching intrapsp 
chic scrutiny of such areas as, “What am 
I angry about? How should I express this 
hostility?” In more technical terms, the 
policeman’s core conflict involves the e 
pression of aggression following someone 
failure to do what father requires. 

To the citizen, the essence of the great 
est strain in police-citizen relations is faib 
ure of the policeman to exert kindly 
enough treatment to an individual (eithe 
to the citizen himself or to another dtt 
zen). The citizen becomes concerned with 
such issues as: “What is being done to prè 
tect the individual? Why must the inde 
vidual be restricted and not indulged” 
In more technical terms, the citizen’s com 
conflict involves the expression of depend 
ency following failure of father to allow 
maternal comforts. 

The problems relative to these core com 
flicts of aggression and dependency are aÙ 
cial to the differences in attitudes toward 
punishment which the policeman or citize@ 
holds. These differences lead to mot 
strife since “justice, that state of mi 
which demands punishment” (4), is sought 
by both the policeman and the citizen. 

Historically, the aims of punishment 
have evolved to include increasingly wide 
conceptualization of motives of vengean® 
deterrence and rehabilitation. In the old# 
two aims (vengeance, deterrence) the p% 
liceman’s core conflicts will make him 
the position that it is futile and usel% 
to mollycoddle a culprit. The citizen's cof 
conflict will lead him to adapt the view 
that rigid hardness is an erroneous 3P 
proach. 

During the past century there has bee? 
a marked increase in the desire to 
tate a wrongdoer. In particular cases the 


and the policeman may have 
ts over the advisabil- 
Esa efforts. “The citizen may 
with the wrongdoer because 
hy—such a plight could hap- 
o him and he would need protection. 
the other hand, the policeman may have 
hostility because his experiences 
d him to question whether or not 
fition over failure to observe estab- 
d rules should equal pardon. 


N 
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mits only a general sketch of sug- 
ins to ameliorate and keep in good re- 
relationships of the officer and the 
The purpose of these insti- 
to find ways in which both the 
in and the citizen can feel more 
and more successful. In a sense, 
pends on knowing oneself better 


©, more about other police 


tric = this recognition of self 
can be achieved by: 1) honest 
cation of introspection and 2) hy- 
hess that when troubles exist, all 
s Must acknowledge in what way 
mselves contributed to the catas- 


ring experiences, interchanging 
Í ventilating doubts or fears, both 
eman and the citizen can make a 
toward the ideal of customarily 
honest, dispassionate, communi- 
rospections. 

tore, Police-Community Institutes 
' reat help in this endeavor. One 
make for increased hyperawareness 
Such institutes as the disseminat- 
ce of how people have “lock-key” 
h the police. In this way, more 
nd policemen will appreciate the 
Play in aggravating difficulties 
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in specific incidences with police author- 
ity. 

From the viewpoint of a practical, inte- 
grated plan to decrease police-citizen ten- 
sions, the police force would be the place 
to start. The reasons for this are mani- 
fold. The most pressing, perhaps, is the 
fact that the policeman (who as a citizen 
also values good police protection) has a 
life stake in the quick, effective solution to 
police-citizen antagonisms. 

Since—at each second of duty—the com- 
munity asks him not merely to earn his 
livelihood, but to be willing to risk his 
life, there is the desirable motive of self- 
preservation. Thus, the police officer will 
take more meaning from efforts to reduce a 
tensions than would a citizen who might 
be abstract and aloof from the immediate 
“clinical application” of any integrated 
planning. 

Other reasons which make the police 
force a better starting place for planning 
are such considerations as the fact that it 
is a small, compact, homogenous organiza- 
tion. The well-known spirit of a police 
force would augment this structural ad- 
vantage, since the men could more likely 
accept revision of their own biased or 
distorted attitudes (or would welcome more 
complete ‘information on how to deal with 
human problems). 

Since human problems are intrinsic in 
their work, the policeman’s awareness of 
how explosive these problems can be, can 
be turned to therapeutic advantage. That 
is, the policeman has uncomfortable anx: 
iety. Thus, he is more amenable to receive 
help. 

Citizens must give encouragement and 
provide funds for the police to get more on- 
going training in human affairs. Such 
monies must include research grants and 
provisions for the men to participate on 
a regular rotation in various community 
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agencies. In this way the policeman could 
gain experience from a multitude of citizen 
specialists, experience he could correlate 
with his human affairs courses. At the 
same time, more and more citizens would 
come to know the policemen as fellow 
humans. There would be many such civic 
agencies—e.g., hospitals and settlement 
houses—where the policeman’s experience 
would be useful and where he in turn 
would gather useful experience for his 
police work. 

Like all important organizations in our 
modern society, the police force must have 
abundant collaboration with scientists of 
many disciplines. In this instance (to pro- 
gram human affairs) the police force 
might need to have collaboration with 
such diverse authorities as propaganda an- 
alysts, sociologists, communication analysts, 
anthropologists, business administrators 
and psychiatrists. 

Many years ago one of our most brilliant 
jurists wrote “. . . the fullness of my belief 
that at a day not far remote the teachings 
of biochemists, behaviorists, psychiatrists 
and penologists will transform our whole 
system of punishment” (1). Today we can 
accept the farseeing wisdom of Justice Car- 
doza, even though we have just begun to 
actualize this belief. 

Psychologically inherent to the problem 
of the “whole system of punishment,” js 
the interrelationship between the police 
and the community. Now that we recog- 
nize this as a problem, we can look for- 
ward to moves toward its solution. Police- 
Community Institutes provide a starting 
place, for through this means, officers and 

citizens can meet under amicable auspices 
and proceed intensively in the important 
business of ongoing education and the free 
interchange of ideas, feelings and beliefs. 
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SUMMARY 


From experience in dealing with citizens 
and police as patients, and particularly 
from their dreams, a psychiatrist obtains 
some impressions about police-community 
relations. 

Two points of emphasis are: 1) There is 
a “lock-key” arrangement in which the po- 
liceman’s problems and the citizen’s prob- 
lems invite mutual catastrophe, in terms of 
unsatisfactory interrelationship; 2) The so 
cial consequences of the emancipation of 
women (which was dictated by historical 
forces) has resulted in lowered esteem of 
father images, including the policeman, 
a well-used father symbol. 

The policeman comes to stand for con- 
servation of the status quo, while the citi- 
zen comes to cherish a mobility which is 
anti-status quo. As a result of this, core 
conflicts in which the policeman has trou- 
ble expressing hostility and in which the 
citizen has trouble with the expression of 
dependency, causes far-reaching friction be- 
tween the citizens and the policeman. The 
policeman pleads for obedience to father. 
The citizen pleads for indulgence from 
mother. 

Solution to the friction depends on the 
interaction of these two components: 1) 
honest, objective, communicated introspec 
tion of feelings and ideas, and 2) an in- 
creasing awareness on the part of all people 
that in a police-community dispute, both 
parties contribute to the conflagration by 
reason of inadequate scrutiny of their own 
behavioral motives. 
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ARTHUR L. RAUTMAN, Pu.D. 


Role reversal in geriatrics 


The current emphasis on social legislation 
directed toward the understanding and 
care of our rapidly aging population has 
led many of us to assume that geriatrics 
is a problem peculiar to our historical pe- 
riod or to our particular culture. 

Statistics can be cited to show that the 
voting population, for example, and the 
potential markets for various goods are 
increasingly being dominated by an older 
group. 

On a more realistic level, however, this 
renaissance of interest in gerontology is 
determined primarily by the new ways in 
which age-old problems are finding expres- 
sion in our society and by the setting of 
the stage on which an old, old drama is 
being presented. 

What to do for, with, and to the “old” 


Dr. Rautman is chief clinical psychologist for the 
Mental Hygiene Service, St. Petersburg, Fla., Re- 
gional Office of the Veterans Administration. 
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(often defined as an individual who, be 
cause of the burden of his years, can no 
longer fulfill his main socially assigned 
role) has been the concern of thoughtful 
men since the beginning of time. Cultural 
and incest taboos to delineate clearly the 
wide gap between the closest of human 
bonds, that between parent and offspring, 
by far predate the Mosaic “Honor thy 
father and thy mother.” 

What is the basic problem which has 
made this spanning of the generations 5° 
difficult? Without a clear recognition 0 
the fundamentally basic elements that have 
remained constant throughout recognizable 
human history—the elements that have 
been with us in spite of changes in the 50 
cial settings in which they have found €% 
pression—we shall always be foredoomed t0 
coast on superficialities, to concentrate 0 
stage trappings, while the true drama 
eludes us. ° 

Why is it that in cultures where filial 


duties are most strongly urged upon the 
young, the basic problems of what to do 
for the aged are also the most intense and, 
if unmet, leave the greatest residuals of 
guilt and shame in varied forms? 

In order to view the problem realistically 
we must begin with the most basic but also 
one of the most neglected of all human 
observations: that every man is born of 
woman and begins his life as a helpless 
infant—a weak creature requiring the care 
of big, strong, powerful adults who, as 
parents in a family group, minister to the 
infant's needs. Insofar as the parent is not 
powerful and giving, the child stands in 
danger of having his basic needs unfulfilled 
and hence of being overwhelmed and 
destroyed by outside forces in a hostile, or 
at least indifferent, world. In similar fash- 
lon, the infant who is unable to accept his 
Passive, dependent, and receptive role will 
likewise succeed only in being rejected by 
his protectors and hence will be destroyed. 
_ Nature thus sets the role for both the 
infant and his parent—the one as weak, 
Teceptive, dependent, and in need of care 
and protection for his very existence; the 
other must perforce be strong, powerful, 
Independent and giving, ministering to a 
Weaker individual to whom he is tied by 
pig bonds of personal affection as well 

y powerful social forces. 

ie or growth, be it physical, 
ah ee or cultural, is therefore that 
alee process whereby the 
i fe ant moves from his dependent 
` 53801 Bh a variety of stages, each more 
ail ae and mature, until he in his 
aioe assume the role of protecting 

. 2 à new and emergent generation. 
8 is the inescapable progression of 

Into which each individual is cast, 
Neither child nor parent can step out 
AWhes se peoniained role without profound 

within his own personality or 
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without upsetting the parade of the gen- 
erations. 

It is my contention that the most basic 
obstacle standing between us and our at- 
tempt to understand this orderly proces- 
sion of the generations as they follow each 
other across the stage of life is the difficulty 
in making an essential shift in the basic 
role identification at the twilight end. 

In the normal social progression of the 
generations the young, now-married adult 
learns to accept his emerging role as parent 
to a new, infant generation, thus assuming 
with his offspring the parental role that 
his parents had established with him when 
he was a child. This natural progression 
is anticipated, and our entire cultural 
milieu is dedicated to its perpetuation. 

The relationship of the grown sons and 
daughters with their parents, however, can 
not continue unchanged indefinitely, since 
the dependent-child and dominant-parent 
relationship can not be maintained un- 
altered in the face of a very real process of 
aging and—ultimately and inevitably—of 
deterioration. 

As the years of life pass, the ravages of 
time shift the once-clear distinction be- 
tween the roles of child and parent until 
these lines cross, so that they resemble 
nothing so much as fate’s gigantic hour- 
glass fallen on its side. Whereas the parent 
was once the dominant member in a par- 
ent-child relationship, he now clearly must 
occupy the subordinate and dependent po- 
sition. Now there comes the time when 
the strength and the future lie, not with 
the parent but with the by-this-time grown 
and even aging sons and daughters, so that 
those who in the morning of their life had 
been sheltered by the parent's protective 
arms must now assume the reverse role and 
learn to protect the protector and provide 
for the provider. 

Significant communication between the 
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two generations—always beset by difficulties 
—becomes increasingly hampered, if not 
completely inhibited, by the inability of 
either of the two groups to accept this 
reversal of role, for this reversal does, after 
all, require an almost complete reorganiza- 
tion of their entire Weltanschauung. 

At the geriatric level this role reversal is, 
in reality, merely the final culmination of 
a lifelong developmental trend. Yet until 
the point is reached where the processes of 
aging and deterioration come to the fore, 
its true significance is ignored, repressed, 
or denied by mutual co-operation and 
agreement, each participant being anxious 
to maintain the fiction of frozen time. 

Although this final switching of roles has 
been a recognized family problem on an 
individual family basis whenever and 
wherever an aged parent has reverted to a 
regressed infantile level through deteriora- 
tion, the problem was generally solved on 
a personal level without a loss of basic role 
identification. The deteriorated grandpar- 
ent was cared for like a baby, but he never 
lost his identity as a respected senior mem- 
ber of his family. Recent medical advances 
have staved off the final death, but since 
they have been able to delay the deteriorat- 
ing process only in part, the problem has 
become one of wider social concern, 

Today, because of a number of such 
factors as changes in housing, the presence 
of fewer adults as members in the ordinary 
household, our increased urbanization with 
a resulting greater complexity of environ- 
ment, and the restless mobility of our pres- 
ent population, the problem of care for the 
deteriorated elderly person is amplified 
further by the inability of the individual 
family to solve this problem on a personal 
home level. 

Even the very young child likes to play 
at “besting” (in childish games and con- 
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tests) the powerful and often somewhat 
frightening parents. So long as the play 


acting does not become too realistic, the 
child enjoys the exhilarating experience of 


humbling the parent, and the parent in his 
turn rejoices in the striving of his offspring, 
seeing in this behavior the spark of aggres- 
sive ambition which will enable the young 
ster to hold his own in a competitive world. 
That this contest is merely a mutually rec 
ognized play activity, however, can be seen 
in the very real panic experienced by the 
child when the play conquest becomes too 
realistic and he feels that he has in reality 
dethroned the parent. 

Both parent and child need each other's 
mutual support and their interdependent 
relationship, but each retains his basic role: 
the parent as the source of strength; the 
child as a dependent but well-protected 
individual who can aspire to a progressive 
mastery of independence but whose present 
rewards ensue, in the main, from his ability 
to play successfully a passive, dependent 
role. 

During the adolescent years this same 
contest continues but tends to be fought 
at closer quarters. The adolescent young 
ster can, moreover, demonstrate real superr 
ority over the parent, be it in size of sho% 
in his ability to engage in some sport of 
activity, or even in his earning power in 
the general labor market. 


Although the adolescent son or daughter 


at this time is protected against a feeling 


of guilt by a certain almost pathological I 


callousness which makes him overvalue th 
Victory while glossing over the cost, parent 
and child alike are still protected by t 
understanding—based only in part on rea 
ity—that there are still many areas in wh! 

experience, maturity, and wisdom are a E 
premium and that in areas where the? 
attributes are essential, the older parent 


, 


$ 


is still quite a person to be reckoned with 
and hence to be respected. 

During the period of advanced old age, 
however, the unevenness of the contest can 
no longer be disguised. Deterioration in 
various forms is a reality; and although a 
certain play acting or denial can still be 
practiced to protect sensitive feelings, the 
refusal to recognize clearly and to come to 
grips with the now irreversible reversal of 
roles can only stymie the solution to prob- 
lems which have been pressing for some 
time but which can no longer be post- 
poned. 

The hands of the adult sons and daugh- 


ters and of the aged parents alike are now 


tied by the basic unsolved problems re- 
lating to their past associations, by their 
lifelong difficulties in communicating their 
true feelings, and by the recognition that 
from now on the contest is for keeps. The 
Play, “When I grow big and you grow 
little”—once so fascinating as a child’s game 
~s now a most brutal reality. Now the 
child must indeed become father of the 
man—“a father to my father”—a reversal 
of the basic role which is difficult for all. 


The basic dependency (i.e., the need and 


the wish to be cared for by others—a de- 
a which the parent has had to deny and 
E š since he left his own mother’s arms 
eg out on his own in a brave new 
light meee now be re-evaluated in the 
sh an entirely new situation. It also 
Baas either openly accepted or again 
he a denial likely to be hopelessly de- 
oe even in the face of stark reality, a 

“1 own of all independence or even 

os of ability in elementary self-help. 

eee fashion, the now grown and aging 
x” ann will need to face up to and re- 
a a their basic hostility to their par- 
8 pe bitterness of a dependency role 

ia ch they were born and in which 

Y were kept for many years (albeit a 


lation. 


Role reversal in geriatrics 


RAUTMAN 


role then necessary for survival itself and 
unconsciously still desired, but so long kept 
under rigid control by cultural taboos). 

Now that the lifelong (unconscious) wish 
of the child to reduce the parent to a 
groveling suppliant has become a reality, 
the child is overcome by an overwhelming 
though illogical feeling of guilt and shame 
for having reduced the once-powerful, ad- 
mired, and worshipped, and still deeply- 
loved parent to so low an estate. 

Nor is this acceptance of their new role 
of parent to their parent fostered by the 
emerging realization of their own declining 
powers, a recognition that only too soon 
they too will be forced to walk the final 
sunset trail and will, in their turn, need to 
accept assistance from a generation up un- 
til then considered immature, callow, and 
well-nigh irresponsible. 

The intellectual understanding of the 
problem, however, appears to be easier to 
effect than is the emotional acceptance of 
the basic necessity. In fact, the resolution 
of this conflict between acceptance of a 
problem by the head and its reconciliation 
by the heart, instead of serving as a true 
help in working out the problems of the 
declining years, often succeeds only in ele- 
vating a pathetic social problem into the 
far more painful status of a true family 
tragedy: Where the intellect sees only a 
set of conditions that need to be remedied 
by environmental or milieu manipulation, 
emotional acceptance must comprehend 
and experience the problem in all of its 
stark anachronism but, all too often, the 
will to action is frozen into tearful inaction. 

Stupidity and ignorance can be fought 
with action, information, and social legis- 
Psychological or emotional im- 
potence, however, unfortunately does not 
succumb to such a frontal attack. To meet 
this challenge there are required basic 
changes in communication and a lifetime 


119 


s. 


of preparation for the dramatic parts 
played by parents and children of all ages 
in the various roles of their complete life 
cycle. 

It involves a clear recognition of the 
fact that for each role man is called upon 
to play during his lifetime, there is another 
role that he must first complete as if in 
preparation. Furthermore he must see that 
his current role is but a preparation for 
the role he must live on the morrow. 

The task for each age is thus a culmina- 
tion of the past and a preparation for the 
future. Each is, however, also a distinct 
and unique task in itself, and the work of 
each must be completed if unsolved prob- 
lems are not to clog the main task ahead 
and impede the steady procession which 
marches across the horizon. 

It has been said that no man can be con- 
sidered mature until he has forgiven his 
parents, recognizing that they as individuals 
coming before him have as much a right to 
be themselves as he, the child, has a right 
to be himself and to live his own life. If, 
however, the work in the area of profes- 
sional study in geriatrics is being carried 
forward by men who have not achieved 
this high degree of maturity, then the work 
will be determined in undue measure by 
our own unsolved relationship with our 
parents. 

We can move with relative assurance in 
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providing for our children and for our 
own peer group, but find that our delibera. ` 
tions on the care for the aged whirl in a 
frustrated embarrassment because we are 
called upon to legislate for those who in 
the days of our immaturity were our par x 


ents, our teachers and protectors—people 
whose strength and power and wisdom w 
learned to admire and respect but who now ` 
in the twilight of their life need our sup- 
port and our care, often even in childish 
things. 

All of the work in geriatrics must thus 
be done by the sons on the problems of the 
fathers, and the behavior and attitudes to- 
ward these problems inevitably will be de 
termined by the relationship which each 
person has established with his own par- 
ent, be he physician, nurse, social worker, 
legislator, or some other. 

Although this inverted role is a natural 
phase of man’s total developmental proc 
ess, he has denied its reality until it was 
brought unmistakably to the fore by recent 
social changes and by the fact that mans 
life span has increased. 

Man must now be ready to assume, both 
on a reality basis and on a symbolic level, 
the role of father to his father—a role for 
which our culture up to this point has not 
prepared us. We must learn how to pre 
pare the son to assume this role, and the 
father to accept it. 


WILLIAM N. DEANE, Pu.D. 


Patient participation in a series 


of rehabilitation service meetings 


E 1959 it was decided to inaugurate 
™ >| rehabilitation service meeting of 
is. Mea in the hope that such a 
ad : 2 d enhance effective commu- 
Te Wien, realistic programming within 
i ae eats for the Rehabilitation 
Beal suite 13 izophrenic Patients 1 at Ver- 
a Ospital. 
Bider abe such a meeting had been 
ads in beat IAR for several weeks and 
Pinge oe een tried out successfully with 
Recondare En who were students in the 
inspiration, ucation program.2 The final 
"plied ix -i begin the meetings was sup- 
British es Jones, the eminent 
itation ee and pioneer in rehabil- 
s un » Who, upon visiting our proj- 
hteralizatio us to push forward with a 
ton of the decision-making proc- 
hg patients in policy-making 


x Y includi 
eren, : 
ces. The idea to do this was dis- 


cussed further with staff members in sev- 
eral meetings and with patients during 
their group therapy sessions and other 
meetings. 

Both patients and staff responded enthu- 
siastically. Since there already existed a 
weekly rehabilitation service meeting for 
nursing and attendant personnel and re- 
habilitation staff people on alternate weeks, 
and for these groups in addition to work 
supervisors on the other alternate weeks, 
it was decided to incorporate a patient 
committee into the meeting on those weeks 
when nursing service and attendant per- 


deel A eae eee 
Dr. Deane is a sociologist at the Vermont State 
Hospital in Waterbury. 

1 Office of Vocational Rehabilitation Project SP-180. 


2 National Institute of Mental Health SP grant-OM- 
372. 
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sonnel were present without work super- sented in Table 1. No account is taken is 
visors. Table 1 of the relevancy of any remark 
It was felt that patients should be ex- Frequency of response is the basic consid 
cluded from attendance when work super- eration. 
visors were present, since the range of Table 1 makes it clear that the patients 
problems considered at those times involved did participate in a quantitatively equal 
patients less intimately. The patient com- way with staff. The over-representation ol 
mittee was chosen by the rehabilitation response, on the part of the patient group, 
patient cohort, one member being selected suggested by the last column in the table 
from each of eight basic groups. These may not be statistically significant since the 
groups included group therapy sessions, the patient group was only about 40 per cent 
secondary school students, and those wards as large as the staff group, and one might 
where the members were not represented expect that the members of a smaller group 


in any formal group. proportionately would speak more than 
those of a larger group, and that the pro 
AMOUNT AND QUALITY OF portion of speakers would also be greater. 


PATIENT PARTICIPATION The only warranted conclusion to be 


Before the first meeting was held we spec. drawn concerning quantity of response if 
ulated as to whether or not patients would “that the patients spoke and did not freeze 
Participate at a level comparable to the “up, as some of us feared they might! 
staff. Would they freeze up? Would they Parenthetically, it is clear that more verbal 
comply to staff suggestions? Would their leaders emerged in both groups at ead 
comments be reality-oriented or tinged successive meeting. This would not be ae 
with fantasy? These and other questions Counted for by a lengthening of the dure 
were in our minds as we awaited the in- tion of the meetings, since all of them 
auguration of the program. averaged about one hour in length. Rather, 
In order to obtain at least partial answers this suggests an increasing sense of freedom 
to these questions the writer served as re- to speak, on the part of both patients and 
corder and observer for the first four meet- staff. 
ings. During these sessions he kept a fre- In addition to compiling a frequen 
quency count of all verbalizations. These count at the meetings, the writer attemp! 
counts permitted appraisals to be made on tO be alert to the quality of remarks. How 
how the number of patient comments com. “ver, his conclusions in this regard might 
pared with those of staff. No attempt was be subjective and incomplete since the 
made to analyze the duration of time con. events were dictated following the close of 
sumed by the remarks of the two groups. “ach meeting and not recorded during the 
Such an analysis was beyond the technical meeting itself. On the other hand, his it 
facilities available. pressions of the quality of comments wef 
The data from these meetings are pre- in close accord with other staff participant 
attending the meetings. p 
Ç In general, patient comments were 
8 e end of one of " 7 
Detar ies, not ako Aap ms ate Mene and reality-oriented. Moreover, Ezi 
tered the room. Patient participation markedly did not reveal any overcompliancy. 
slowed after this, suggesting uneasiness in the pres- patient group spoke forthrightly concert: 
ence of a stranger. ing gripes and complaints. With the ® 
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ception of one person, there was no evi- 
dence to suggest that there was fear of 
retaliation for the expression of criticism. 

The sense of logical flow from topic to 
topic is suggested by Figure 1, taken from 
meeting 3. 


FIGURE 1 


Idea flow from a rehabilitation 
service meeting 


Topic Number of 
number responses Content description 


1 8 Discussion of a visitor’s 


comments about the 
project. 


Payment of patient 
workers at another 
mental hospital. 


Need for payment to 
patient workers at Ver- 
mont State Hospital. 


Activities in rehabili- 
tation project. 

The need to spread re- 
habilitation activities 
to other wards. 


The work attitudes and 
initiative of patients. 


~~ 


28 The type of ward work 
done by patients. 


Rules and regulations 
affecting patients. 


Work habits of pa- 
tients (similar to Topic 
6). 


10 17 Work practices in the 
beauty parlor and its 
general value to fe- 


male patients. 

Value of having pa- 
tients present at the 
meetings. 


The flow of ideas revealed by Figure 1 
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is “natural” and not characterized by any 
marked digressions. However, it would be 
wrong to conclude that patients always 
were reality-oriented in their comments, A 
safer conclusion would be that bizarre, 
irrelevant, or fantastic responses were very 
few compared to the total of appropriate 
responses. But some indication of typical 
digressions should be suggested. 

One common form of digression involved 
a patient suddenly introducing a personal 
question into the discussion. This would 
generally be directed to the chairman (the 
project psychiatrist). Typical example 
might be, “Why do I have athlete's foot?” 
“They tell me I have schizophrenia, but I 
don’t hear voices; why is that?” Similar 
digressions were often made without the 
personal note. For example, “What i 
schizophrenia?” 

Another type of digression stayed closet 
to the topic under consideration but re 
vealed a certain lack of orientation to the 
reality bounding the discussion. This sort 
of thing was evident when patients were 
recounting lists of items desired for the 
wards. A study of such lists shows a lack 
of discrimination between items of neces 
sity and luxury. However, the mere lack 
of knowledge concerning money available 


for ward improvement could perhaps ex | 
Plain the lack of reality of some comments ` 


without recourse to mental illness as an 
explanation. 

It has already been suggested that p% 
tients were not overly compliant or shy ™ 
expressing complaints and making requests. 
Indeed, from some points of view they wer 
very aggressive in these areas. Possibly 
some tinge of fantasy got introduced inl 
these discussions in that either a few P% 
tients could not seem to accept the nece 
of delay between requests and their fulfi f 
ment, or they had difficulty believing tha 
the failure to obtain a certain request 


not evidence of bad faith on the part of 
the staff. 

However, those expressing aggression, 
impatience, hostility, and paranoid ideas 
were in the minority.* The general tenor 
of the discussion suggested amicability and 
an atmosphere of mutual trust. 


PROBLEM AREA 


Although the impression of this writer and 
other staff members is that the meetings 
have been beneficial, the patient’s response 
seems less clearly positive. At the eighth 
session everyone was requested to indicate 
the value of having the patients and staff 
together for discussion of mutual problems. 
A Staff comments were all positive, stress- 
ing the opportunity given to better under- 
stand the patients’ problems and ideas. 
The patients however, were less commital. 
One felt that anything that was said was 
held against her. Other patients rejected 
idea with some vehemance, but al- 
though they conveyed the idea that the 
Meetings had value, they remained vague 
in expressing the precise nature of their 

Value, 
an ae has had opportunity to talk 
‘4 embers of the patient committee 
as to other patients not serving on 
ae ao „concerning their feelings 
‘oh aa His impressions are 
Enmedia a good may not be in the 
Problems ee of discussing the current 
but that ll : view to their solutions, 
tional an y s. in the long-range educa- 
ovledge ie the patient's acquiring 
Out democratic procedures, 


€ nee š : : 
Rais d for compromise and patience in 
‘as to life, 
Wo 
š RN three examples may reflect what 
„oat, Some decisions have been taken 


t ROT S 

at majority but not unanimous 

Ported a nose patients who have sup- 
minority view have had to yield 
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to the decision of the majority. This expe- 
rience, if it is to have value for them, must 
be accompanied by the realization that 
individual wishes must sometimes lose to 
majority opinion. This realization of the 
inevitability of occasional frustration of 
wishes may be slow in coming and, indeed, 
may not come at all to some. For most 
patients, however, it is a lesson that can be 
learned. 

The following is a second example. At 
one point in our meetings a decision, stem- 
ming from patient request, was made to 
obtain full-length mirrors for the rehabil- 
itation wards, Several weeks went by be- 
fore all the technical details of approval 
of the request, selection and ordering, de- 
terminations of locations, and so on could 
be completed. Some of the patients grew 
impatient with what they considered un- 
necessary delay. Here again it was neces- 
sary for them to learn the need for patience 
and for bearing with frustration in order 
to obtain a goal. 

Many patients have not had to learn this 
in many cases of institutional life because 
they have been barred from participation 
in institutional decision-making and imple- 
mentation. In this case, if all the difficult 
technical problems had been undertaken 
without the patients’ even knowing that the 
mirrors were going to be purchased, then 
one day they would have been presented 
with a sudden and pleasant surprise. But 
being permitted a voice in decisions re- 
quires their ability to wait and trust in the 
good will of others to carry out their wishes. 

A third example concerns the revision of 
some rules and regulations which stemmed 
from discussion of patient requests for 
more privileges. In the formulation of new 
rules the patients gained many of the privi- 


anadh ee 
4It is interesting to observe that patients generally 
interpreted some hospital rules pertaining to their 
behavior more stringently than did the staff. 
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leges they had asked for, and also some 
they did not request. In addition, they 
failed to gain some of their requests, and 
in a few instances even lost some privi- 
leges. The over-all result, objectively con- 
sidered, was in the direction of greater 
privileges, as Figure 2 demonstrates. How- 
ever, some patients were chagrined at the 
minor losses which were incurred, and the 
failure of other requests to materialize. 

It was difficult for some to accept the 
necessity of compromise and the give and 
take necessary to the satisfaction of the 
greatest good for all involved. Some bitter- 
ness was shown. There was some tendency 
to emphasize loss and failure and to forget 


FIGURE 2 


Changes in privileges for rehabilitation patients as the result of a series of 
patient-staff rehabilitation service meetings (Vermont State Hospital) 


MALES 


Gains 


Later curfew 

Later T.V. viewing 

Broadening of town parole privileges 

Acquisition of iron and ironing boards 

Acquisition of floor lamps and the setting-aside of 
special room for reading, writing, visiting, and 
card playing, without interference from television 

Secondary education students permitted to con- 
gregate outside building for a few minutes before 
start of school 

Acquisition of full-length mirrors 


to see the logic and necessity underlying 
some of the rule changes. 

In conclusion, to the extent that patients 
participating either directly or J 


gain. It was also difficult for some patieny 


with staff can learn the long-range lessons 
discussed above, our efforts at joint pe 
tient-staff meetings are successful. Thes 
things transcend in importance the imme 
diate factors discussed in the earlier part 
of this report. Our feeling is that most 
patients will obtain a greater insight and 
understanding of the complexities involved 
in making and implementing decisions, and 
they will learn to accept disappointments 
along with satisfactions. 


Losses 


Smoking restrictions—time and place 

Patients must attend all meals or be removed from 
ward ) 

Patients must go to and come from dining hall in 


groups 


oie aah el a s CU U[C 


FEMALES 


Gains 


Broadening of town parole privileges 

Acquisition of iron and ironing boards 

Another television set made available 

Acquisition of lavatory curtains, insuring greater 
privacy 

Acquisition of better lighting facilities 

Secondary education students permitted to congre- 
gate outside building for a few minutes before 
start of school 

Acquisition of full-length mirrors 
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Losses 

PS 2 See 

Smoking restrictions—time and place | 

Specific curfew 

Specific time T.V. viewing 

Patients must attend all meals or be rem 
ward i 

i ne in 
Patients must go to and come from dining, hall 


groups 


oved from 


ee  —— T 


WILSON A. HEAD, Px.D. 


k penn view of delinquent behavior 
age of underlying emotional dis- 
i 1s now fairly widely accepted in 

ightened circles. 
. is on treatment and rehabili- 
oa ually replacing the older phi- 
lective ee and retribution, as 
< “sa ods of dealing with the ado- 
though ae commits antisocial acts. Al- 
TON oo approach is frequently 
lice, it i in the breach than in prac- 
Baik s oe increasingly more 
trator or nd an institutional adminis- 
worker who does not give verbal 


reem 

en : 

and reh t to the importance of treatment 
Shabilitation. 


19.a; ° + 
a A implies the necessity for 
Profession i: understanding and skills of 
: ally trained staffs in institutions 


ni $ 
Ë delinquent youth. “There was 


Sociodrama and group discussion 


with institutionalized delinquent 


adolescents 


little recognized need for such services when 
the major emphasis of juvenile institutions | 
was on custody and punishment. 

Basic to the development of profession- 
ally trained staffs in institutions for delin- 
quent youth is the recognition that many 
delinquents engaged in antisocial behavior 
as a result of more or less severe emotional 
disturbances. This does not imply that all 
delinquent behavior is a result of emo- 
tional disturbances. The concept of de- 
linquency covers a wide variety of 
behavorial patterns and is the result of 
multiple and varied causes. Treatment 
programs should be sufficiently flexible to 
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Community Fund and Welfare Council of Greater 
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deal with a wide range of underlying causes 
and symptomatic behavior. 

Emotional disturbances in individuals 
frequently result in distortions in percep- 
tions and communication, and in lack of 
ability to form satisfying social relation- 
ships. The efforts of such clinically trained 
staff persons as psychiatrists, psychologists, 
social workers, and others have focused the 
attention of institutional administrators and 
the general public on meeting the under- 
lying needs of delinquent youth rather than 
on punishment and custody, There seems 
to be little doubt that these efforts have 
been to some degree successful in redirect- 
ing the focus of institutional efforts from 
largely custodial and punitive care to more 
clearly formulated treatment goals. 

The social group worker, a relative new- 
comer to the professional team, has added 
still another dimension to the services of in- 
stitutions employing professionally trained 
staff. Konopka (4) has outlined in some 
detail the special contributions the social 
group worker can make to the treatment 
program of institutions serving adolescents. 

The unique skills of the group worker as 
a specialist in understanding the dynamics 
of groups, and in utilizing these skills for 
treatment goals, make him the ideal staff 
person to provide leadership for diagnostic 
or therapy groups. Very frequently the 
social group worker is the only profes- 
sionally trained member of the staff with 
special competence in understanding and 
utilizing groups for therapeutic purposes. 

The appropriate use of dramatic activity 
is one of the important tools available to 
the social group worker in his efforts to 

help emotionally disturbed delinquent 
adolescents. Dramatic activity is group 
activity. 

A small number of workers, notably 

Lassner (5) in his work with delinquent 
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boys in a training school, have utilized 
playwriting and acting as a method for 
facilitating therapeutic discussions follow. 
ing dramatic production. Another dr 
matic method, sociodrama and psycho 
drama as developed by J. L. Moreno, was 
used by the author in his work with dis 
turbed adolescent delinquent boys and 
girls at the Juvenile Diagnostic Center in 
Columbus, Ohio. 

Sociodrama and psychodrama are tech 
niques for utilizing dramatic activities for 
diagnostic and therapeutic purposes, While 
methods and techniques are similar, socio 
drama, as used in this paper, focuses pri 
marily upon problems common to the 
group as a whole. In general, areas of 
conflict are portrayed in which all mem 
bers of the group participate actively o 
vicariously, either as players of roles or a 
emotionally involved spectators. Th 
terms “sociodrama” and “role playing’ 
are used interchangeably. 2 

The appropriate use of sociodrama i 
particularly indicated for helping thè 
adolescent increase his knowledge, under 
standing and insight into his own behavior 
These insights and understandings al 
achieved through identification with role 
real or fancied, of persons portrayed m 
actual conflict situations. Conflict situ® 
tions which members have experienced it 
real life, and to which they have failed to 
make adequate responses, are acted out 1 
a permissive setting which diminishes th 
threat to the individual’s ego defenses. His 
need for defensive or hostile behavior Ë 
reduced. Distortions in perception are Ie 
vealed, faced openly, and corrected throu 
the use of sociodrama and free discussio™ 
of emotional reactions. nil) 

Distortions and anxiety, as Corsini (H | 
points out, are reduced when the oa 
vidual has a clear perception of himse 


of what he is like, how others see him, and 
whether or not others act toward him, not 
hypocritically, but as they actually feel. 


DIAGNOSTIC AND THERAPEUTIC 
POSSIBILITIES 
The delinquent adolescent in a sociodrama 
group reveals his perceptions of himself 
through choice of roles, identifications, 
projections, and through the content of his 
portrayals of each role situation. Behavior 
and attitudes demonstrated in dramatic 
activity often reveal emotional disturb- 
ances more clearly than is generally pos- 
sible through other diagnostic or thera- 
peutic techniques. 
_ Eliasoph (2), following an experience in 
Psychodrama with delinquent boys at 
Berkshire Industrial Farm, came to the 
Conclusion that the worker learned more 
i one or two group sessions than the 
individual clinician could learn in months 
of face to face interviewing. Eliasoph 
Stressed the importance of dramatic ac- 
tivity as an experience in which words and 
action (behavior) are integrated. Real 
ings were elicited in a real life situation. 
_ Rudolph Lassner (5) has expressed the 
Opinion that psychodrama is similar to 
projective tests in that the diagnostic- 
therapeutic purpose is disguised. The 
effectiveness of sociodrama, followed by 
&roup discussions, has been partially con- 
3 ° by Mann and Mann (6) in a study 
E. college students at Columbia Uni- 
“sity Teachers College. 
al Students were divided into two 
i ons. Forty-eight participated in role- 
Playing groups and group discussions, and 
A remaining 24 were involved in group 
Cs alone. The attitudes of stu- 
ou aa participated in role-playing and 
ee eno were changed to a sig- 
a Yy greater degree than were the at- 
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titudes of students who participated solely 
in group discussions. 

It has been the experience of the writer 
that participation by delinquent adoles- 
cents in group discussions following dra- 
matic portrayals has been very useful in 
analyzing and interpreting significant 
materials revealed by the players. Group 
discussions following dramatic portrayals 
tend to be less inhibited and threatening 
to adolescents. Group members reveal 
antisocial attitudes and behavior with little 
difficulty when they focus on a “role-play- 
ing situation” in which they have partici- 
pated as a player or as an emotionally 
involved spectator. 

Sociodrama is not a gimmick to be used 
indiscriminately for either diagnostic or 
therapeutic purposes. It is, as Klein (3) 
points out, an effective tool in special situ- 
ations and for specific goals. Sociodrama 
must be utilized only for achieving the 
specific goals for which it is the most ap- 
propriate tool. It is ideal for reality test- 
ing, for practicing mental hygiene skills, 
and for testing communication and per- 
ceptive skills. 

The following material is based upon 
experiences utilizing sociodrama and group 
discussions with three groups of adoles- 
cent girls and one group of adolescent boys 
at the Juvenile Diagnostic Center, Ohio 
Department of Mental Hygiene and Cor- 
rections in Columbus. Each group was 
open to new members whenever a vacancy 
occurred. Membership was limited to eight 
adolescents per group. The groups met 
over a period of two years. 


SELECTION OF CLIENTS 

The literature of therapeutic group work 
includes a considerable amount of ma- 
terial relating to the selection of clients 
for such groups. There are many dif- 
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ferences of opinion regarding inclusion of 
certain diagnostic categories in therapeutic 
groups. 

The problem of selection is particularly 
pertinent in regard to delinquent adoles- 
cents because of their frequent need to ex- 
press hostility and physical aggression in 
groups. Such acting out behavior as tick- 
ling, striking, kicking under the table, 
squirting water, or wrestling in meetings 
can easily get out of hand and result in the 
disintegration of the group. 

Slayson (11) has discussed at some length 
the suitability of certain diagnostic cate- 
gories for participation in therapy groups, 
Delinquent adolescents with Narcissistic 
and psychopathic personality characteris- 
tics were not found to be good risks for 
the groups under discussion. These ado- 
lescents often viewed the group as an op- 
portunity for expressing sadistic and ag- 
gressive impulses, They often evoked the 
repressed hostilities and masochistic tend- 
encies of other members of groups. 

Narcissistic and Psychopathic boys or 
girls were usually unwilling to become in- 
volved in the Ongoing life of the group 
unless their participation served as an op- 
portunity for the exploitation of others, 
Their self-centeredness and overt hostility 
to adult authority constituted a severe 
threat to the €go defenses of less patho- 
logical members, 

Each adolescent residing in the Center 
Was assigned to a social worker, psycholo- 
gist, or psychiatrist, who was responsible 
for co-ordinating individual diagnostic and 
therapeutic efforts. Most referrals for 
membership in groups were made by 
clinicians when it was felt that the boy or 

girl would profit from the group experi- 
ences. A number of prospective members 
were either self-referred or suggested by 
friends who were already members of 
groups. 
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Each applicant for membership, whether 
self-referred or referred by his clinic} 
worker, was interviewed by the social group 
worker, who interpreted the nature, pur- 
poses, and goals of the groups. The final 
decision regarding the acceptance of the 
applicant into groups was based upon the 
worker's judgment of his suitability fora 
specific group. 


ROLE OF THE LEADER 


Schulman (8) and others have emphasized 
the necessity of modifying group therapy 
techniques in work with antisocial delin- 
quent adolescent boys and girls. Their 
experiences, as well as those of the writen 
indicate that the leader must assume 2 
more active role than is generally the case 
with adult groups. In most instances, 
groups were not viewed by the adolescents 
solely as therapy groups. The groups wert 
developed and held together by the post 
tive experiences of members rather than by 
recognized needs for diagnosis or therapy. 

Experience indicated that the develop 
ment of group morale and cohesion was s 
more important factor in the therapeutic 
Process than is generally recognized by 
many group therapists. Slavson (10), for 
example, has stated that therapy groups 
are held together not by any interest in 
the groups as a social experience but by 
the needs of members to find relief from 
suffering. Probably relatively few delin- 
quent adolescents consciously recognize the 
need to find relief from suffering through 
contacts with adults, 

The adult leader in the delinquent 
adolescent group must frequently assume 
responsibility for the maintenance of the 
group. This Support may be achieved on 
two different levels, First, the proper së 
lection of members greatly facilitates group 
development and Broup controls. Poor 
selection of members may make it im- 
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possible for the leader to act in a thera- 
peutic manner. He may find it necessary 
to expend too much energy in merely hold- 
ing the group together and preventing it 
from disintegrating. 

Secondly, the leader must be ready to 
support the group when its own members 
are unable to prevent chaos. Excessive act- 
ing out behavior by disturbed and hostile 
adolescents may either destroy or render 


the group powerless as a therapeutic instru- 
ment. Therapeutic group interaction can- 
not occur if the group is destroyed. The 
adult therapist must exert his influence on 
the side of constructive handling of hostile 
feelings and behavior rather than remain 
passive and permit total group destruction. 
Many disturbed adolescent delinquent 
boys and girls need the security of controls 
by understanding adults, particularly when 
they are unable to cope with their own 
Powerful hostile feelings. The manipula- 
tion of program content by directing dis- 
cussion toward negative behavior was a 
Significant method of dealing with this 
problem. 
Another method used by the worker in 
pte acting out behavior was point- 
S out its sociodramatic possibilities. Such 
ervention by an adult leader must be 
She by sensitivity, perception, 
r ending of the developmental 
is group members. Otherwise, in- 
w ion may stimulate additional hos- 
E and negative behavior. 
Eorp of sociodrama groups was 
in accordance with generally ac- 


cepted therapeutic methods. 


certain “ However, 


a Bround rules” were made explicit. 
» each member was assured that he 


co š 
ae express himself frankly and candidly 


an F ¿ 

N subject he chose without fear of 

emph m or punishment. Second, it was 
_piasized that this freedom extended to 


Critici 
cisms of the agency and its personnel. 
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Third, each member was informed that 
this freedom did not extend to permission 
for physical attacks on other members, the 
adult leader, or to deliberate destruction 
of institutional property. 

It was known by all members of groups 
that the social group worker was a member 
of the institutional staff and that he repre- 
sented institutional authority. This au- 
thority, while rarely employed, was always 
implicit and a significant factor in the total 
situation. No attempt was made by the 
worker to avoid his authority role by re- 
ferring acceptable or unacceptable requests 
to an impersonal “administration.” The 
fact that the worker acceded to, or denied, 
requests for privileges did not appear to 
inhibit the expression of positive feelings 
or of hostility toward him. Schulman (8) 
has referred to his observation that “most 
adolescents seem to have greater tolerance 
for expressing negative feelings toward the 
therapist in group psychotherapy rather 
than toward peers.” 

The worker assumed responsibility for 
setting the general permissive atmosphere 
of sociodramatic groups. He participated 
in group meetings as a discussion leader, as 
a resource person in the group’s planning 
and developing role situations, and occa- 
sionally as an actor in a dramatic presen- 
tation. He was frequently asked to play 
such authoritarian roles as father, teacher, 
policeman, or juvenile court judge. At 
other times, the worker remained rela- 
tively inactive while group members de- 
veloped ideas, structured role-playing situ- 
ations, and conducted the actual portrayals. 
Two girls’ groups were successful in de- 
veloping the ability to conduct some of 
their own discussions following perform- 
ances. 

Sociodramatic presentations, and subse- 
quent discussion and analysis, were focused 
largely on problems of common interest. 


131 


Boys’ groups emphasized acting out be- 
havior—i.c., stealing carts, physical fights, 
gang behavior, conflicts within the family 
(particularly conflicts over the use of the 
family car), and conflicts with institutional 
personnel. Girls’ groups usually focused 
on problems of dating, “going steady,” mar- 
riage and family relations, conflicts with 
parents over dating behavior (including 
violations of restrictions on late hours), 
and delinquent sexual activities, 
FACTORS AFFECTING PARTICIPATION 
IN SOCIODRAMA GROUPS 


One of the striking characteristics of many 
youths is their lack of motiva- 


Programs developed with the explicit 
goal of attempting to change attitudes and 


The influence of the behavior of in- 
dividual members was a second factor af- 


fecting participation of members in groups. 
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The group was much more likely to reac 
negatively and to reject ideas and sugges 
tions from “low status” members. Fre 
quently, “low status” members were not 
permitted to engage in behavior whid 
others exhibited regularly. Low status 
members were quickly subjected to strong 
pressure to conform to group norms. Nega 
tive behavior of “high status” members was 
rarely criticized by other members, even 
when this behavior disrupted the group's 
program. The following excerpt from à 
group record illustrates this situation. 
“Tonight's meeting was a very interesting ot 
Almost from the beginning, Doris began testing 
me, When I started to speak, she interrupted 
immediately. This was not accidental, Onc 
when I started to speak, she interrupted to ak 
why Barbara couldn't attend the group. 


“When I started to answer, she began talking 
about how much she hates everyone around 
“this place.” Then she wanted to know “why 
the kids have to dance three or four yards apart?” 
When one of the other girls started to comment 
on this question, Doris began singing in a loud 
and raucous voice. She carefully watched me 
during this time to determine the effect of bet 
behavior. The other girls also watched me care 
fully, apparently uncertain as to how I would 
handle the situation,” 


The severity of the individual's patho 
logical problems is a third factor affecting 
Participation in sociodrama groups. Many 
adolescents are reluctant to engage in 
group discussions or in sociodrama activi- 
tes until they have achieved a degree of 
acceptance in the group. 

Hostile and aggressive members fre 
quently are the most fearful of revealing — 
themselves in this type of program. Emo- 
tional conflict was a basic characteristic 
of most situations portrayed and was €x- 
tremely threatening to both hostile, ag" 
Bressive adolescents and to those who were 
extremely withdrawn. In addition, many 
adolescents who developed the security 
necessary to discuss their own problems 


” 


ted the reluctance of others 
e not ready for this step. Non- 
bers were frequently attacked 


yr the worker to decide, on the basis 
knowledge of the needs of the in- 
| member and of the dynamics of 
pup, whether he should or should 
ite: in these situations. 
pathological needs of individual 
s often created difficulties for the 
u Excessive giggling and “silly” be- 
characteristic of hebephrenia, was 
t for the girls’ groups to handle. 
wing record describes how the 
bE a tape recorder in sociodrama 
ngs can be helpful in reflecting the 
š of this type of behavior to members: 


en 


g some discussion of child-parent con- 
Was agreed that Donna would play a 
mother; Rose, an aggressive daughter; 
sie, her older sister. Donna found that she 
play her passive role, and quickly 
fed to her usual loud and demanding verb- 
Donna began yelling at Rose, when 
d not admit Donna's (the mother’s) 
x Carrie entered the scence and added 
to the yelling. The other girls became 
‘Ss ted and emotionally involved in the 

The actors began giggling and pushing 
ther around the room. This apparently re- 
from an awareness of revealing their own 
jand inability to control impulsive 


` 

w the action, and suggested that we replay 
‘Scene on the tape recorder. All of the girls 
ed on their loud speech, giggling, and 
disorder. They wanted to replay the 
this period of critical evaluation. This 
and the second performance was some- 
We did not have time for an 
but will do this next week. 


ayals and the subsequent dis- 
these girls an opportunity to 
olved in a conflict situation in 
eed for ego defenses was mini- 
in to recognize the inap- 
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propriateness of their behavior, and they 
were able to ask for an opportunity to 
attempt improvement. This opportunity 
to test new modes of behavior in a per 
missive atmosphere helped group members 
to achieve slow but discernible changes in 
their ability to deal more adequately with 
real life situations. 

The emotional problems of members 
frequently created serious difficulties in 
getting meetings started. The group would 
meet in silence with very little response to 
suggestions for activities. This problem 
would probably be considered as resist- 
ance, and interpreted as such by many 
leaders of therapy groups. It was found 
through experience that interpretations 
of resistance were considered as criticisms 
and were strongly resented by delinquent 
adolescents. Emotionally disturbed ado- 
lescents often exhibit overwhelming need 
for peer and adult approval and cannot 
tolerate even mild interpretations of this 
nature. 

Institutionalized group living creates its 
own difficulties for delinquent adolescents; 
it also influences participation in socio- 
drama groups to a considerable degree. 
The normal tensions and problems in- 
herent in group living may generate a con- 
siderable amount of hostility in adoles- 
cents. 

Physical and verbal altercations between 
cottage group members, disappointments 
stemming from not hearing from parents, 
resentments against institutional restric- 
tions, and other factors, play an important 
role in determining the individual's readi- 
ness for participation in sociodrama groups. 

It should be noted that many of the com- 
plaints. of adolescents in groups are well 
justified. Institutional personnel fre- 
quently have little understanding of the 
needs of delinquent adolescents and of 
their reactions to need frustration. The 
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loss of freedom, restrictions on communi- 
cation, morale destroying dependency 
fostered by overly rigid controls, monotony, 
and lack of acceptance and respect ac 
corded to adolescents by institutional staffs 
often create strong resentment, which con- 
stitutes a serious barrier to therapeutic 
efforts. 

Adolescent resentments were often re- 
flected by such statements as: “I hate this 
place—nobody here likes us,” or, “This 
place stinks, I'm going A.W.O.L. as soon 
as I get the opportunity.” It was fre 
quently possible for the worker to seize 
this opportunity to develop a constructive 
approach to handling hostile feelings. 
Oftentimes members became restive fol- 
lowing a prolonged attack on the institu- 
tion and its personnel, and they welcomed 
a properly timed suggestion for a change 
in focus: 


“The group spent most of the hour talking about 
hostile feelings they shared against the institu- 
tion. Kathleen joined in the discussion, although 
Sear hee cans mnt kamasqa ws the ethers 

also gave vent to extremely hostile feelings 
toward members of the cottage staff. The bulk 
of complaints were verbalized by Sue and Doris. 
“Toward the end of the hour they seemed to feel 
berer and to tone down the hositle content of 

statements. At this point, I suggested that 
perhaps they would want to discuss their pro- 
gram for next week. Kathleen said that we had 
not had a program for tonight, and should plan 
for next week. Several ideas were Suggested, 
Milly said as we left the room, “Gee, we didn’t 
do anything tonight; all we did was just sit and 
talk.” 


The above incident illustrates some of 
the problems of utilizing sociodrama with 
adolescents in an institutional setting. The 
expression of hostile feelings against in- 
stitutional limitations occasionally pro- 
vokes anxieties which block the structuring 
of sociodrama performances, 

In these instances, adolescents were not 
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able to settle down and engage themselves 
meaningfully in this type of activity. It 
was not expedient to attempt a sociodrama 
performance on such occasions. The dis 
cussions served the more limited goals of 
helping members achieve some ventilation 
of feelings. 

Members received satisfaction from the 
Opportunity to participate in sociodrama, 
although they were fully aware of the diag | 
nostic and therapeutic intent of the ac 
tivity. This gain may be attributed to the 
fact that the activity possessed some of the 
elements of play acting (12). 

Actors were protected from having to 
face the full impact of their emotional in- 
volvement in the conflict situations em- 
acted in sociodrama. They could focus on 
imagination, inventiveness, and spontane 
ous creation of roles. Discussion of roles 
subsequent to performances were less in- 
hibited and encouraged the emergence of 
deeper insight and examination of atti 
tudes and feelings. 


SUMMARY 


Sociodrama groups, focused on problems 
common to adolescents and accompanied 
by group discussions, were conducted by 
the writer during a two-year period at 4 
diagnostic center for delinquent youth. 

It was found that this therapeutic method 
was of considerable value in helping ado- 
lescents achieve changes in attitudes and 
insights into behavior problems. Ca 
tharsis was achieved and difficulties in 
perception and communication were cor- 
rected. 

Many participants achieved dramatic 
changes in their ability to participate ade ` 
quately in normal adolescent social activi- 
ties. These changes were observable in the 
improved functioning of participants in 
correctional and other social activities 


y the Center. It is difficult, in 
of suitable controls, to meas- 
ecise impact of any therapeutic 
particularly when the program is 
» of several therapeutic procedures 
an institutional setting. The 
of sociodrama and group discus- 
adolescent delinquents in this 
licates the need for systematic 

the use of this therapeutic 
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EXPERIMENTAL PSYCHOLOGY: 
A METHODOLOGICAL APPROACH 


By F. J. McGuigan 
New York, Prentice-Hall, Inc., 1960, 314 pp. 


Any prospective reader of this book would 
look in vain for the factual findings of ex- 
perimental psychology because of the au- 
thor’s deliberately extreme view of science: 
“The present trend is to define experimen- 
tal psychology not in terms of specific con- 
tent areas, but rather as a study of scien- 
tific methodology, generally, and of the 
methods of experimentation in particular. 
There is considerable evidence that this 
trend is gaining ground rapidly” (p. iii). 

This book is limited to the exposition of 

some elementary and selected aspects of sta- 
tistics and to a brief and cursory discussion 
of the logical basis of statistical techniques. 
Apparati and testing procedures are not 
described. No doubt, statistical evalua- 
tions of the significance of group differ- 
ences are very important and necessary. 

On the other hand, statistical measures 

are not the whole of science and certainly 
are far less important, in any experimental 
science, than are the experimental tech- 
niques (apparati, concepts and proposi- 
tions, training of investigators, improve- 
ment of fact-finding equipment and pro- 
cedures). 

The book plainly implies that science 
can be reduced to guessing and to statis- 
tical checkups on the validity of the guesses. 
The author quotes several examples of 
productive guesses, failing to observe that 
the guesses were products of minds well- 
versed in the empirical facts and fact-find- 
ing and fact-producing techniques in their 
fields of endeavor. 

McGuigan would encourage wild and 


136 


speculative research. History of science, 
however, shows that the relevant research 
which led to new advances progressed 
through orderly and systematic phases and 
was helped in its progress not by elemen- 
tary statistics but primarily by new meth- 
ods which created new observable facts. 

No mention is made of the limitations of 
Statistics and of the dependence of their 
usefulness on many extraneous factors. 
These factors pertain to the actual physical 
conditions in which an experiment or an 
observation is repeated and to the logical 
concepts and propositions which are em- 
ployed in the interpretation of the ob 
servations made under conditions of the 
experiment. 

Predictions obtained by statistical meas 
ures can be expected to be valid in the 
future only if the essential conditions of 
the original experiments or observations 
(from which the predictions are calculated) 
are duplicated. Herein lies the greatest 
difficulty of all empirical and experimental 
sciences, and particularly of psychology: 
The advances of psychology have been and 
will be made through the development 
of better fact-finding procedures and better 
training of investigators in the management 
of physical and conceptual tools of psy- 
chology. Statistics is only one of the tools. 
It helps us to calculate approximately the 
degree of our inaccuracy but it does not 
help in the removal of our uncertainty: 

This book could have been written by 
a non-psychologist. It contains nothing 
specifically psychological except some in- 
cidental references to several psychological 
studies which are used as illustrations 0 
statistical arguments rather than as sources 
of psychological information. Even the 
methodology presented in this book is not 
psychologically specific; the statistics de- 


chology. 

e author's deliberately narrow defi- 
of the science of psychology deprives 
ology of its subject matter since in 
w subject matter does not determine 
ficity of science. Even the gen- 
ncept of science suffers when one 
ys the author. 

Guigan’s reasoning led him to the 
ing definition: “ ‘Science’ is the ap- 


but meaningless ones are not’; 
the ‘scientific method’ is a serial 
by which all the sciences obtain 
to their problems.” The term 

” is not defined directly in 
k, but, clearly, it means “repeated 


substitute these definitions of the 
terms in McGuigan’s definition of 
we shall find that: “Science is the 
m of repeated efforts through 
answers are obtained to problems 
e capable of being solved.” This 
of science covers any serial 
of overcoming a difficulty; it ap- 
‘the infant who finally manages to 
ully suck from the bottle. 

limited view of science leads to 
eneralized definition of science. 
Guigan’s definition of science all 
de sciences fruitful and pro- 
ave been left out—the curiosity, 
ing of a problem, the creative 
eventually leads to techniques 
duce new and unexpected facts 
permit also more accurate 
ents—and, incidentally, statistics, 
eative aspect of science. 
clusion, this is an elementary 
in statistics with an unusual title; 
only be made plausible if one 
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subscribes to the authors extreme and 
limited views of science—Zyemunr A. 
Piotrowski, Pu.D., Jefferson Medical Col- 
lege of Philadelphia, Philadelphia, Pa. 


PREMARITAL SEXUAL 
STANDARDS IN AMERICA 


By Ira L. Reiss 
Glencoe, Ill, The Free Press, 1960, 286 pp. 


Each society has had its own confusions 
and conflicts to contend with, particularly 
in terms of changing sexual standards. Our 
age offers an enormous amount of litera- 
ture testifying to this fact. 

This is a carefully researched book. It 
aims to analyze social standards in terms 
of their relationships with the major phil- 
osophies and values inherent in our own 
society. The author explains the physio- 
logical and learned bases of our sexual 
codes, the customs of Hebrew, Greek, and 
Roman cultures, romantic love, urban-in- 
dustrial and feminist revolutions, and the 
degree to which contemporary sexual 
standards are integrated in the American 
culture. 

Premarital Sexual Standards in America 
is most readable. Theory and practice are 
united in a manner which suggests hypoth- 
eses for further research, along with day-to- 
day understanding of the sexual problems 
of our society ARTHUR LERNER, Pu.D., Los 
Angeles City College, Los Angeles, Calif. 


EPIDEMIOLOGIC METHODS 


By Brian MacMahon, Thomas F. Pugh and 
Johannes Ipsen 
Boston, Little, Brown & Co., 1960, 302 pp. 


This is a clear, comprehensive and inter- 
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esting presentation of epidemiology—“the 
study of the distribution and determinants 
of disease prevalence in man.” 

The authors have adhered to their ex- 
pressed intent of discussing epidemiology 
rather than biostatistics, but in the course of 
their discussion they go far toward clarifying 
the contributions and limitations of statis- 
tics in research. Those who have had little 
experience with statistics may find the 
terminology rather difficult at times, but on 
the whole, even the most unsophisticated 
reader, statistically speaking, will find the 
discussion of the use of data in descriptive 
epidemiology and the interpretation of data 
in analytical epidemiology enlightening 
and comprehensible. 

The first chapters deal with ways of 
studying the distribution of disease, and 
later chapters cover questions relative to 
the determinants of incidence and to ex- 
perimental epidemiological studies. Those 
who have worried about the decline of 
respect for Oslerian observation will be re- 
assured by: “however, care is required to 
insure that the respect due the epidemio- 
logic experiment does not swell to the ex- 
tent that observational methods become 
ignored or disfavored.” 

The increasing awareness of the impor- 
tance of epidemiologic studies of mental 
illnesses as well as of chronic physical ill- 
nesses is recognized by the authors. The 
authors discuss the modification and appli- 
cation of epidemiologic methods to these 
present-day concerns, although they use 
studies in infectious diseases as examples, 
The authors stress that many problems in 
all these areas remain unsolved but that: 
“fortunately, to effect preventive measures, 
it is not necessary to understand causal 

mechanisms in their entirety.” 

This is not a book to be read rapidly 
and neither is it a substitute for a course 
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in epidemiology. The serious reader will 
be glad to have and to use the bibliography 
offered at the end of the book as well as 
to follow the authors’ advice “to sentence 
himself to a term with a book of elemen- 
tary statistics,"—Maset Ross, M.D., De 
partment of Health, Education and Wel 
fare, Washington, D. C. 


THE CRISIS IN PSYCHIATRY 
AND RELIGION 


By O. Hobart Mowrer 


Princeton, N. J., D. VanNostrand Co., Inc., 1961, 
241 pp. 


O. Hobart Mowrer, research professor of 
psychology at the University of Illinois, has 
collected in this paperback a series of lec- 
tures and papers prepared between 1956 
and 1960. 

Disillusioned by his own experience with 
Psychoanalysis, he is now convinced analy- 
Sis is on its way out. He believes it is both 
useless and pernicious, because it “encour- 
ages neurotics and psychotics to become 
sociopathic.” In its place he recommends 
a new approach to psychotherapy, relying 
primarily upon conceptions originated by 
Anton Boisen. 

The origin of psychiatric illness, he says, 
is not an excess of repression due to too 
strong a conscience, but rather social alien- 
ation arising from real guilt over deeds 
actually committed or fantasied. Relief of 
symptoms comes from relief of guilt by 
confession, restitution and reform: in short, 
by genuine redemption. 

It is the task of the churches to accept 
responsibility for offering to the psychi- 
atrically ill opportunities for release from 
guilt. They should not be referred to sec 
ular therapists who will give them spiritu- 


p forgiveness at high fees. Cathol- 
Tituals and institutions for this 
of redemption, but uses them in- 
. Protestant churches should or- 
group consultation and group su- 
ion for ministers so that they can 
n such work. The Holy Spirit 
z in the unconscious mind of the 
d sinful person can then be awakened 
o its healing and redemption. 

h this book suffers from repeti- 
rewards careful reading. The con- 
that the unconscious is a source of 
“as well as of raw energy and of 
goes back as far as William 
n 1902 and C. G. Jung in 1921. It 
rtunate that Mowrer does not quote 
. It is doubtful that clergymen 
d handle the more severe and 
forms of psychiatric illness despite 
: est devotion and fervor. Yet the 
collaboration of morally alert psy- 
its and psychologically aware clergy- 
uld do much to improve the results 
therapy. 
author’s criticisms (of the relative 
tiveness of much present-day analy- 
ented psychotherapy, and of the 
ution of analytical terminology for 
€ morality by many clergymen) have 
Justification. Many Freudians are 
g to realize this already and to 
and revise their assumptions and 
ques. Rankians and Jungians have 
Practicing what Mowrer preaches for 


nly in my practice I have seen pa- 
Who illustrate both the cowardice 
Conscience can produce and the symp- 
ology that comes from real guilt— 
in the same individual. Only suffer- 
d confrontation with the fact of guilt 
epare such patients for genuine heal- 
OBERT A. CLARK, M.D., Northeast 
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Community Mental Health Center, Phila- 
delphia, Pa. 


DYNAMIC PSYCHIATRY 
IN SIMPLE TERMS, Second Edition 


By Robert R. Mezer, M.D. 
New York, Springer Publishing Co., 1960, 178 pp- 


The second edition of Dr. Mezer’s book 
brings corrections and additions to lecture 
materials presented to medical students, 
nursing students and social workers. The 
purpose and character of this edition re- 
main what they were in Edition 1. Ad- 
vances in psychiatry reflect primarily in 
the values in standard terminology, drug 
treatment and sociological progress in the 
treatment of criminals and the laws regu- 
lating the commitment of the mentally 
ill. The author aims to present the basic 
principles of dynamic psychiatry as he 
gleans them from psychoanalysis in easily 
readable terms. In attempting to accom- 
plish this goal, he chooses to sacrifice detail, 
presentation of evidence, and discussion of 
opposing points of view. Whether or not 
a subject matter has lost substance while 
gaining simplicity and readability is a fun- 
damental question posed by many simpli- 
fied presentations of this type. In over- 
simplification there is a tendency to assume 
theories as more clearly established than 
they really are and that the phenomena of 
personality are universal and not subject 
to individual differences of time, place and 
person. 

Dr. Mezer presents the psychiatric con- 
cepts and standard classification in his own 
words and without much of the conven- 
tional stereotypy. His critical review of 
the care of the hospitalized patient and 
treatment method, both psychological and 


139 


somatic, reflects considerable reading, ex- 
perience, thought and conceptualization of 
what appears to him to be the essence of 
the subject. His handling of illnesses of 
the personality is excellent because it is a 
presentation of well-established clinical de- 
scriptions and relevant data Some of the 
diagrams are a bit hard to follow but they 
give the reader an opportunity to examine 
the author’s personal viewpoint, as illus- 
trated in the charts labeled “Total Sum- 
mary,” and “Total Summary of Psychotic 
Diseases and Pathology of Personality.” 
The chapter on “The Normal Life” is a 
bit brave and would have been strength- 
ened by more reference to evidence, to dis- 
cussions of opposing points of view, and by 
more quotations and references. The un- 
initiated student, after reading the book 
through, may find his way into the liter- 
ature suggested at the end of each chapter. 
As his interest grows, this literature should 
lead him into more complex, controversial 
material and even to the unknown in this 
field. For the beginner this is an excellent 
entry into the complex field of dynamic 
psychiatry, albeit one man’s formulation 
of it—E.vin V. Semrap, M.D., Massachu- 
setts Mental Health Center, Boston, Mass. 


SEASONS OF THE SOUL 
By Archibald F. Ward, Jr. 
Richmond, Va., John Knox Press, 1960, 135 bp. 


This beautiful book is a newly translated 
rendition of 100 selections from the Psalms, 
arranged in blank verse form. 

It is Dr. Ward's stated purpose to pre- 
sent these classic poems in a way both 
visually attractive and more comprehensible 
so that it will be easier for the reader to 
select a reading consistent with his emo- 
tional need. There is a foreword which 
explains his theory and plan. 
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He writes: “. . . they began to group 
themselves into four main parts: ‘When 
Anguished in My Heart’ (often the present 
dark mood of the soul), “Teach Me Thy 
Paths’ (the felt need for instruction and 
guidance), “The Lord Sustains Me’ (the 
longing for assurance of help and strength), 
and, ‘A New Song’ (joyous praise and 
thanksgiving). These four main divisions 
represent ‘seasons of the soul’.” 

Dr. Ward is a minister of broad experi- 
ence who has also had extensive training 
in sociology and is qualified in the psy- 
chiatric aspects of pastoral care. In a clos- 
ing section he discusses some of the ways 
this reading may be of value in bringing 
peace and serenity to a troubled person, a 
discussion which will be interesting to 
everyone, but particularly to psychiatrists 
and ministers. He has illustrated his con- 
cepts of this form of Bibliotherapy with 
cases from his own experience as a mental 
hospital chaplain. 

It is a formidable undertaking to try to 
present material as familiar as the Psalms 
in a fresh and more meaningful way, but 
this attempt is certainly successful. Few 
who read this book will fail to find new 
delights in the literary quality and addi- 
tional strength in the spiritual substance 
of these poems. 2 

This book should be in everyone's li 
brary.—GRANVILLE L. Jones, M.D., Arkan- 
sas State Hospital, Little Rock, Ark. 


THE COUCH AND THE 
CIRCLE: A STORY OF 
GROUP PSYCHOTHERAPY 


By Hyman Spotnitz, M.D. 
New York, Alfred A. Knopf, Inc., 1961, 274 pp 


This is an interesting and readable story 
about group psychotherapy. It is presen 
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in a nontechnical fashion by one who has 
had long-standing interest and experience 
jn the field, and it is addressed primarily 
to laymen and to specialists in allied fields. 

The author had a “keen desire to. share 
[his] enthusiasm and interest . . . with the 
general public,” and this he manages to 
do very well. The book is of interest to 
all those who have interest in or curiosity 
about group therapy. 

The book is divided into three major 
divisions. The first provides an introduc- 
tion to the group setting. Part two con- 
cerns the analytic treatment process, and 
the last section is devoted to the psycho- 
therapist. 

y The author is pursuing his favorite sub- 
 jēct and the core of his professional life. 

The happy result is a good book. Dr. 

Spotnitz has an eclectic point of view which 

is refreshingly free from the restrictions 
and biases of the more slavish adherents 

to a given school of thought. Having been 
through the challenging and sometimes 

Tough-and-tumble sessions of the group 

Process for years, he has emerged with a 

a of view which reflects lucidity and 

One hopes this, his first book, will 

= m by others.—Henry P. LAUGH- 

» M.D., Chevy Chase, Md. 


at IDENTIFICATION OF 
CEE TIONALLY HANDICAPPED 
HILDREN IN SCHOOL 


By Eli M. Bower 


le 
Pringfield, 111, Charles C Thomas, 1960, 120 pp. 


ee on an important matter is 
iss. Mel the opportunity of the 
hias oe detect the early evidences in a 
ine e avior that he is emotionally dis- 

or handicapped, the latter term pre- 


by the author. It outlines a way 
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to utilize the extensive knowledge of the 
classroom teacher and of the children in the 
author's “class play” plan which includes 
a rather detailed form to be filled in. This 
sounds like a very useful approach and 
one that can be used in our schools. 

He gives five outstanding characteristics 
of these emotionally disturbed children, 
where these “exist to a marked degree and 
over a period of time.” They are: 

1. Inability to learn, not explained by 

intellectual or health factors; 

2. Inability to build or maintain satis- 
factory interpersonal relationships 
with peers and teachers; 

3. Inappropriate types of behavior or 
feelings under normal (average) con- 
ditions; 

4. A general pervasive mood of unhap- 
piness or depression; 

5. A tendency to develop physical. symp- 
toms, pains or fears associated with 
personal or school problems. 

These are the major signals that the child 
is out of step and is in need of special at- 
tention by teachers and clinicians. 

The author reviews a considerable 
amount of research material on these chil- 
dren and gives an extensive bibliography. 

The book should prove useful to schools 
making efforts not just at early detection 
but in modifying programs and services 
which are based on a deeper understand- 
ing of the child’s special needs.—FREDERICK 
H. Aten, M.D., Philadelphia, Pa. 


AIDS TO PSYCHIATRY 

By W. S. Dawson and E. W. Anderson 
Baltimore, Williams & Wilkins Co., 1960, 310 pp. 
The size of this little volume is deceptive. 


It has approximately the same dimensions 
as our standard pocketbooks, but the small 
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type and thin paper allow for the equiva- 
lent of a much larger 300-page, conven- 
tional text. 

It was first published in 1924, and its 
purpose throughout 36 years has been to 
present current, practical psychiatry for 
medical students and such allied profes- 
sional students as psychiatric social work- 
ers, occupational therapists, and nurses. 

The introduction includes a sketchy his- 
tory of psychiatry. This is followed by a 
chapter on psychopathology which contains 
many references to Jaspers. There is a good 
chapter on the psychiatric examination and 
on causation of mental disorders. These 
are followed by a chapter on classification 
of mental disorders. This classification 
is avowedly the author's and does not coin- 
cide exactly with the Royal Medical Psy- 
chological Association’s classification, nor is 
it at all like the nomenclature currently 
used by the American Psychiatric Associa- 

tion. 

From this point on the descriptions of 
psychiatric conditions would be quite con- 
fusing to any but the already informed 
and sophisticated reader because they are 
presented in a framework of classification 
which the reader is not going to find else- 
where, and the author does not make this 
fact very clear to his readers, Terms, 
too, are introduced without an explana- 
tion of their meanings. 

The section on the newer psychiatric 
drugs would be entirely inadequate for med- 
ical students today when one considers the 
current extent of their usage. A com- 
parable volume, by Ulett and Goodrich,1 
has dealt with the subject of the real im- 
pact of these drugs on psychiatric practice 


Se 
1 Ulett, George A. and D. W. Goodrich, A Synopsis 
of Contemporary Psychiatry (St. Louis: C. V. Mosby, 
1956). 
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and on populations of state hospitals in 
a much more representative way. 

Some positive aspects of this volume are 
the readability of the style, the complete. 
ness and succinctness of the section on un- 
usual conditions, and the good description 
of sexual anomalies and criminal respon- 
sibility. Also, the National Mental Health 
Act is set down very lucidly and completely. 

In summary, although this book may 
serve some of the purposes of medical 
schools in Great Britain, here in the United 
States it would be so unrelated to the noso- 
logical framework that the student would 
later encounter on the wards and else- 
where that it would not make a good text. 
With instruction relating its terms to those 
in more common and current use, this vol- 
ume could be collateral reading. It is an 
interesting book for the professionally in- 
formed person.—Oscar E. Hussar, M.D. 
The University of Mississippi Medical Cen- 
ter, Jackson, Miss. 


THE SOCIAL EPIDEMIOLOGY 
OF MENTAL DISORDERS 


By E. Gartly Jaco 


New York, Russell Sage Foundation, 1960, 228 pp- 


The unique feature of the data on which 
this study is based is that they include all 
diagnoses of psychoses made in the Texas 
population during a two-year period, 
whether or not the patient was hospitalized 
and regardless of the auspices of the hospital 
concerned. The study included cases diag- 
nosed by private practitioners, by some out 
patient services and by hospitals. It is un- 
fortunate that the source of cases and the 
case finding methods are not more fully 
described. 


The key statement regarding this is 35 


eT 
EE ———— 
BES = 


follows: “The detailed sources of data were 
as follows: 97 private psychiatrists in 11 
private and teaching hospitals (excluding 
psychiatric sections in general hospitals 
throughout the state) and 16 public hos- 
pitals, divided into two city-county hos- 
pitals, four Veterans Administration hos- 
pitals, and 10 state institutions.” 

There is no mention of community based 
dinics and no defense of the neglect of local 
general hospital services. The latter are 
known to be numerous and increasing in 
Texas and to have some Blue Cross coverage 
for psychiatric cases; the inclusion of data 
from these sources might well have changed 
some of the conclusions drawn from the 
study, 

On the positive side, it appears that ef- 
fective methods were employed to find cases 
who were treated in other states and to 
eliminate transient persons whose illnesses 
had their onset elsewhere. 

Analyses were carried out by age and 
a by urban-rural address, by geographic 
distribution, by socioeconomic distribution 
(including occupation and education), by 
migration within the state, and by marital 
E. The population was also divided 
* ing to three cultural groups: the 
ein the non-white and the 
ely p an Anglo-American appar- 
Bia ns white English-speaking, since it 
thin Ey Se a onia subgroups other 

glish origin. 

o is predominantly a Negro 
Rated on o ea are so desig- 

ii sent asis of typical family names. 
nh: TAR of crude rates, standardi- 

iced in th e various factors are intro- 
eines a aplanar of subsequent 
Stan Taizas, . The mechanics of these 
appendix. s are presented briefly in an 


"YQ findings of the study that are at 
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variance with earlier results are especially 
pointed out and briefly discussed in the 
fourth part of the book. The authors feel, 
and this reviewer agrees, that they depend 
to a considerable extent on the case finding 
methods used, although various ecologic 
interpretations are also put forward at 
times. 

The unusual findings were, first, that fe- 
male rates were higher than male. This is 
not unusual for studies dealing with non- 
hospitalized cases of most psychiatric ill- 
nesses, and the authors indicate that the 
exclusion of the private cases (many of 
whom were not hospitalized) would have 
negated this result. If the whole range of 
nonhospital diagnostic resources had been 
tapped for data, this finding, in all proba- 
bility, would have been even more striking. 
Outpatient services for adults usually show 
a preponderance of female patients. Of 
the psychotic illnesses, depressions, which 
appear to occur more frequently in females, 
predominate in outpatient treatment Te- 
sources. 

Second, highest rates are found in the 
so-called Anglo-American group, next 
highest for the non-whites and lowest for 
the Spanish-Americans. There may be eco- 
logical reasons for these differences, but ac- 
cess to diagnostic resources would certainly 
also feature importantly in the interpreta- 
tion. 

Third, migrants did not show rates sig- 
nificantly different from nonmigrants. Most 
of the older studies dealt with overseas mi- 
gration while, as the authors point out, in 
this study migration is defined as within the 
state. A considerable proportion of the mi- 
grating population may be farm people 
moving to small towns, and this is certainly 
a special group of migrants. ; 

There were certain interesting differences 
among the three cultural groups so far as 
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marital status and incidence of psychoses 
were concerned, but the usual pattern was 
found, overall. Higher rates of incidence 
of psychoses are found for the professional 
occupational and the groups with most edu- 
cation and after this unusual finding, the 
usual progression of highest rates for the 
manual workers and a decreasing scale up 
the educational and occupational ladder. 
Such a finding, to this reviewer, can more 
easily be attributed to case finding methods 
than to real differences in incidence. 

One very interesting difference is found 
in the rates of the older and newer industri- 
alized areas of Texas, the older having con- 
siderably higher rates. The change to ur- 
banization and industrialization has been 
extremely rapid in Texas. Rapidly grow- 
ing areas have young populations; older, 
more stable areas generally are found to 
have a more elderly population. Age dis- 
tribution of the rapidly growing area would 
have to be very much up-to-date to be ac- 
curate. 

In this study, the standardization was on 
the 1950 census data and the study done 
only one year (average) later, although the 
actual time difference may have been longer. 
In any case, the finding is certainly a strik- 
ing one. 

It is very difficult to make statistical 
studies readable. This one presents its 
data mostly in sentences and with relatively 
few tables. This has advantages for those 
people who hate to read tables, but it loads 
the paragraphs with a plethora of numerical 
material that requires a long span of at- 
tention and considerable diligence on the 
part of the reader. 

While this report would have been much 
improved by a more complete relevance 
of the thinking behind the selection of 
sources of data, it nevertheless presents ma- 
terial that everyone interested in commu- 
nity psychiatry and in epidemiology should 
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know or know about.—Paut V. LEMKAU, 
M.D., The Johns Hopkins University School 
of Hygiene and Public Health, Division of 
Mental Hygiene, Baltimore, Md. 


THE ANATOMY OF PSYCHO- 
THERAPY: SYSTEMS OF COM- 
MUNICATION AND EXPECTATION 


By Henry L. Lennard and Arnold Bernstein 
New York, Columbia University Press, 1960, 209 pp. 


This is a report of an investigation into 
the nature of the psychotherapeutic process. 
Psychotherapy is defined as a social inter- 
action system with subsystems of communi- 
cation and role expectation and role learn- 
ing. 

The data is drawn from recorded sessions 
of eight patients and their four therapists. 
This output of communication was ex- 
amined subsequently in terms of the in- 
teraction for a number of variables and in 
terms of frequency: number of exchanges, 
number of verbal propositions, types of 
communication, affective content of com- 
munication, informational specificity of 
statements on the part of therapist and pa 
tient, etc. 

The authors’ assumption is that the com- 


ponents involved in the interaction are 


measurable. 

A study of such frequencies, although 
doubtlessly of value for subsequent investi- 
gations, sheds little light on the psycho 
therapeutic process. The use of scientific 
methods to examine psychotherapy does 
not, in itself, make the latter a scientific 
procedure. Indeed, the attempt to explain 
it in measured concepts, by its very over- 
simplification, loses the essence of the psy 
chotherapeutic process. 

For example, there is great emphasis on 
the patient learning the expected patient 


n how this affects therapy. To 
ported “absence” of this topical 
‘of treatment goals in the later 
tic sessions as evidence of attitudi- 
ige is to ignore the various repre- 
nal forms an attitude may assume. 
ight be useful for a therapist, during 

ig period, to make use of such ap- 

‘the authors have constructed, 
aspects of interaction during 
‘are, indeed, as the authors state, 
the awareness of the therapist. By 
some of the variables, the thera- 
on may be enlarged and lead to 
ledge. However, this research 

s itself with the lesser aspects 
' problem, which is the need to 
method to describe the dynamic 
s—their how and why—attributable 
ychotherapeutic process——HENRI- 
M.D., New York, N. Y. 


OF FAMILY LIVING 
- Hoeflin 
John Wiley & Sons, Inc., 1960, 282 pp- 


expects to drive a car without 


or through instruction from a 
parent. Yet, supposedly, anyone 
a good family member, make 
succeed, and raise children suc- 
Without a knowledge of what to 
how to handle problematic situa- 
t will arise.” 
y the author disagrees with this 
ion, for this book is prepared as a 
ing college students, both men 
1, the requisite essentials to these 
ents. She is well-prepared for 
ough her experience as professor 
the Department of Family and 
lopment at the School of Home 


whether formally in a driver's edu- , 
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Economics, Kansas State University, and as 
a former associate professor in a similar de- 
partment at Ohio State University. 

The organization of materials for any 
comprehensive discussion of family living 
always presents difficulties. The interpre- 
tation of its significance to the adult at 
various stages in the family cycle; to the 
child at different phases in his development; 
to the requirements of society, as well as the 
needs of the individual; to both normal 
and pathological functioning, demands at 
the same time differential treatment and in- 
evitable repetition. 

Selection of a starting point of departure 
is important. Quite logically, Dr. Hoeflin 
takes as hers the developmental age, psy- 
chological and social situation of the col- 
lege student in his freshman and sophomore 
years. 

His interests at that point are presumed 
to be in the “normal” more or less common. 
problems of family living, not in their path- 
ological manifestations; also, in his own 
individual needs and satisfactions and those 
of his future (now often his present) mate 
and offspring, rather than in the basic de- 
mands which society makes upon the family 
as a key functional unit in its own structure. 

Thus, after giving the student some 
glimpse of the vistas ahead, the author, in 
effect, leads him, in retrospect, to view his 
own basic individual needs for a healthy 
personality and the major cycles in family 
life which have a bearing upon its devel- 

opment. 

She next portrays the family for him 
from the standpoint of children, teen-agers, 
colleges students—their preparation for ca- 
reers and the perplexing issues of dating. 

Having, in this sense, chronologically 

caught up with where he now is likely to 

be, she proceeds to forecast the issues lead- 
ing to the initial launching of his new 
family and the more or less final break 
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with the old, the concepts that may govern 
development of his own family and the 
beginning of marital relations. 

Because of the course he has followed, he 
now, hopefully, will have greater insight 
into the way he views the family he has 
created. 

The final chapter describes changing 
trends in family functions. 

This book is simply written and would 
seem well-designed to serve its intended 
purposes—Braptey Burtt, Community 
Research Associates, Inc., New York, N. Y. 


DISCUSSIONS ON CHILD DEVELOP- 
MENT: THE FOURTH MEETING OF 
THE W.H.O. STUDY GROUP ON PSY- 
CHOBIOLOGICAL DEVELOPMENT 
OF THE CHILD: GENEVA, 1956 


Edited by J. M. Tanner and Barbel 
Inhelder 


New York, International Universities Press, Inc., 
1960, 186 pp. 


This small volume Teports the fourth and 
final of a series of discussions of a Study 
Group on the Psychological Development 
of the Child, sponsored by the World 
Health Organization. This last discussion 
concerns the nature of development, a fit- 
ting conclusion following topics which have 
ranged from  re-enforcement learning 
theory to psychoanalytic concepts. 

Prominent in this volume is Piaget’s own 
definition of developmental Stages, a sub- 
stantive paper which seeks to achieve a 
synthesis between his concepts and ideas 
contributed by others in the previous dis- 
cussions. Piaget achieves a measure of clar- 
ification in this statement, principally be- 
cause of his effort to relate his ideas to those 
of the other participants. 

Piaget adds the concept of “equilibrium” 
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to the three classic factors of development: 
inherited factors, the action of the physical 
environment, and the action of the social 
environment. Equilibrium or balance 
within and among these three main factors 
is seen as a fourth factor, which can, how- 
ever, be conceptualized independently, 

Piaget defines equilibration in terms of 
a statistical expression of causality; one may 
appropriately and conveniently use the lan- 
guage of games theory, strategies, and mini- 
max solutions. Logical structure is seen as 
a special problem, the only field where 
one attains complete equilibrium. It is 
therefore useful, along with probability 
theory, in building conceptual models of 
developmental processes. 

To this statement there are considered 
reactions by Konrad Lorenz, John Bowlby, 
Margaret Mead, Grey Walter, J. M. Tan- 
ner, Rene Zazzo, and Ludwig von 
Bertalanffy. The ensuing discussion is as 
lively as those in preceding volumes, and 
more pointed, perhaps, than some of the 
earlier ones. 

While at a fairly high level of abstrac- 
tion, the discussants are much closer to- 
gether in meanings and understandings, 
and their illustrations and references serve 
to communicate more effectively to each 
other and to the reader. The following 
topics are considered: equilibration and 
the development of logical structures; the 
definition of stages of development; psycho- 
sexual stages; General Systems Theory and 
the behavioral sciences, 

Taken together, the four Discussions cre- 
ate the impression of Child Development 
as an interdisciplinary area dominated by 
the biological and sociological sciences. 
American and Russian behavior theories 
are notably absent. Consequently, many 
concepts introduced are molar and organ- 
ismic. That the child does not appear as 
a nickel-in-the-slot response mechanism 


‘may appeal to many readers of Mental 
Hygiene. 

No grand synthesis appears; the test of 
“the usefulness of such discussions will be 
‘jn the research programs and theoreti- 
al writing which follow. One wonders 
whether such discussions should rather be 
held among younger, less well-known fig- 
‘ues who have their productive intellectual 
“petiods before them.—Date Harris, Penn- 
glvania State University, University Park, 
Pa, 


SUICIDE AND THE DANISH 
NATIONAL CHARACTER * 


By Erik Schiddt, M.D.1 


| Translated from the Danish by Magoroh Maruyama, 
PhD, from Dr. Schigdt’s original article appearing 
ee hagen, Perspektiv, Vol. 5, 1957, pages 39- 


“Denmark has the highest suicide ratio of 
23.3 per 100,000 population, while Ireland 
has the lowest ratio (2.0). Yet the Irish 
immigrants in the United States had a sui- 
cde ratio of 8.1-15.3 in the period 1911- 
"924 while, during the same period, the 
a ratio in Ireland did not exceed 3.8. 
he influence of the environment is sus- 
Pected, although the personality differences 
b Ua the emigrants and the ones staying 
Spad may be a factor. 
ee A. Hansen? wrote recently: 
bess er biologically determined character- 
3 a primitive psychological reaction 
an penema in the nature can be consid- 
he fo [of the Nordic personality]. 
aliy] aracteristics of the Nordic person- 
RN rather fine and complex tradi- 
eth d behavioral patterns which may 
race ad origin in the adventures of the 
& histo the power of the nature and 
conscious. but which developed with full 
; ness through many generations.’ 
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Hansen mentions that foreigners can not 
easily distinguish the nuanced differences 
between the Nordic nations, but that we 
(Scandinavians) regard the differences as 
something clear and often large. As far 
as suicide is concerned, the differences are 
great; in 1954 the suicide ratio in Norway 
was 7.4, in Sweden 18.6 and in Denmark 
23.3. 

“Within Denmark there are differences. 
The average of the years 1951-1954 was 
41.3 for Copenhagen (kommune) and 7.8 
for Thisted County (amt). There is no 
doubt that the tradition in Copenhagen is 
different from that of Thisted. What puz- 
zled me was the fact that these differences 
persisted for several generations without 
much change and that they also existed 
between small regions adjacent to one 
another. For example, Qstlolland had a 
higher suicide ratio than Vestlolland for 
35 years of the period for which reports 
are available. 

“Similarly, @sthimmerland maintained 
a higher position on the scale than Vest- 
himmerland. As for larger regions, for 
which statistics are available for a longer 
Wis) heh PU S — 
* What follows is Dr. Maruyama’s actual transla- 
tion of Dr. Schigdt’s article, rather than a review 
of the original paper. 

Dr. Maruyama is associated with the Institute of 
Human Development, University of California, 
Berkeley. 
1Dr. Schigdt is chief physician, Amtssygehuset, 
Aalborg, Denmark. His original article was en- 
titled “Selvmord og Dansk Folkekarakter” and was 
published in Perspektiv (Copenhagen), not to be 
confused with Perspektiv (Stockholm). 

Other articles by Dr. Schiddt include: “Selvmord 
i Danmark,” Det Danske Magasin, Vol. 4, No. 9, 
1956, pp. 539-43. Also, “De Mange Selvmord i 
Danmark,” Jyllands-Posten, January 10, 1957; and 
“Selvmordstraditionen i Danmark,” Medicinsk 
Forum, 1959. 

2 Hansen, M. A. Perspektiv (Copenhagen), Vol. 2, 
1954, pp: 517-23. 
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period and which are adjacent to each 
other (in contrast to Copenhagen and This- 
ted which are distant from each other), we 
can mention that Soré County (amt) was 
over Holbæk County (amt) in scale for 
120 years, including rural as well as urban 
areas. 
“It is interesting that cities, which as 
a whole have a higher suicide ratio than 
rural areas, may have a lower ratio than 
some rural areas. Alborg City is lower than 
the rural regions of Frederiksborg County 
(amt); the cities Arhus and Odense are 
just below the same regions. The ratio 
may depend more on the parts of the coun- 
try than on urban area-rural area) differ- 
ences: Østsjælland is the highest and North 
and West Jylland are the lowest. With 
the exception that Nordjylland had a 
higher suicide ratio in the first part of the 
nineteenth century than now, the differ- 
ences in the suicide ratio have stayed con- 
stant during the past 120 years, and the 
differences are great. 
“A description of Denmark from 1784- 
1791 3 emphasizes the differences between 
the completely free farmers in Norway, the 
somewhat free farmers in Holsten and the 
least free farmers in East Denmark. In 1844, 
Adolph Frederik Bergsøe, a Statistician, 
wrote: “In Jylland there has been more love 
of freedom than in other Provinces . Ae 
This was written at the time when the 
first usable Danish statistics on suicide came 
out (in 1846 and 1847).5 At this time, the 
suicide ratio in Copenhagen County (amt) 
was 31.2, and the ratio in Ringkøbing 
County (amt) was 14.3. In 1856-1860, the 
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š Author unknown, “Materialen zur Statistik der 
Danischen Staaten,” 1784-1791. 


4 Bergsøe, A. F., 1844, 
5 Kayser, C. J., 1846, 1847. 
6 The Lancet, January 26, 1957. 
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ratio was 28.8 in Denmark, 6.2 in Nor 
way and 17.3 in Holsten. 

“Treland and Norway had a considerable 
population decrease because of emigration, 
A century ago, there was much migration 
of population from the provinces to Copen- 
hagen. Within 20 years, the suicide ratio 
of Copenhagen fell. This fall of suicide 
ratio in Copenhagen was not accompanied 
by a corresponding fall of suicide ratio in 
the rest of the country. We cannot exclude 
the possibility that the migrants, although 
perhaps having a higher suicide ratio than 
those remaining home, brought their low 
(compared to Copenhagen) suicide ratio 
with them into Copenhagen. 

“But the suicide ratio in Copenhagen 
went up again to the previous level. Irish 
and Norwegian emigrants also take up the 
suicide ratio of their new country after a 


generation. The ratio, therefore, depends ` 


more on place than on people. There is, 
however, no available data on the suicide 
ratio of the migrated population in the 
cities in Denmark. 

“There are factors other than migration 
which determine the suicide ratio. One 
may suspect that the highly developed so- 
cial welfare system in Denmark might 
influence the suicide ratio, There was 
an article written in England on this sub- 
ject.® (retranslation from Danish): ‘The 
meaning of the individual and of his 
welfare is so overemphasized in some coun- 
tries that the will to struggle for existence 
has become reduced . . ” 

“With respect to suicide, this interpre- 
tation is incorrect. The care of the old 
became effective about the turn of the cen- 
tury, with no appreciable change in the 
suicide ratio. The ratio has remained con- 
stant during the past 100 years. The num- 
ber of old people per unit. population has 
largely increased, while the suicide ratio 
among the old people fell; both factors 


4 


fancel out each other and the number of 
suicides among the old people is same as 
before. 

“Even if it appears that the social wel- 
fare program has contributed toward the 
decrease of suicide ratio among the old 
population, the differences in the social 
welfare system can not explain the differ- 
ences in the suicide ratio between Ireland, 
Norway and Denmark. We then try the 
‘national character’ approach. A Danish 
physician wrote—in 1891 in English for an 
international discussion (retranslation from 
Danish): ‘One must mention the Danes’ 
pessimistic view of life, which, together 
With their critical sense, makes it difficult 
for them to maintain the harmony of the 
mind, especially when their religion makes 
the individual more independent from the 
church.’ 7 
“Marcus Rubin, in 1897, characterized 
the Danes in these few words: ‘a certain 
fearlessness devoid of fantasy.’ This is 
about all that the Danish physicians and 
sociologists have written about the Danish 
National character and suicide—except 
those writings related to climate. 

I do not know whether the relatively 
eg suicides in the Danish tales and 
oi are something especially Danish. 

t we could mention that our old god 
din hanged himself or ‘stuck’ himself. An 
K man, in 1692, wrote about Denmark 
ial ef ation from Danish): ‘I have never 
People country where the nature of the 

ack so uniform and limited as in 
— One sees no one [in Denmark] 
bal ao talent or qualifications, no 
a m gnal studies or preoccupation, 
wearer no wild character, no 
ë n anatic. A certain conformity 

By the reigns among the Danes. They 
` rut of conventional ideas which, 
€ case of Denmark, are neither the 
Preferable nor the worst.’ ° 
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“Brasch compares this account with 
Bishop Martensen’s statement about ‘the 
Danish national tendency to the philosophy 
of the middle way.’ 10 W. Scharling said, in 
1885: ‘Spiritual laziness and fatigue, disgust 
of life; they are not irrelevant to suicide. 
The suicide ratio falls during the periods 
when greater tension in mind is brought 
about.’ (This statement refers to the fall 
of the suicide ratio in 1848-50, 1864, 1914- 
1918 and 1940-1945.) 11 

“Molesworth writes: 12 ‘A miserable life 
which jogs on at the same heavy rate, has 
a mixture of melancholy ease with it,’ and 
‘a dull kind of pleasure of being careless 
and insensible’ I do not know how much 
of this the Danes agree with, but Maru- 
yama 18 has made quite a similar observa- 
tion recently. 

“We [Danes] think that we have much 
sense of humor. But we should remind 
ourselves that our greatest humorists, Hol- 
berg and Wessel, were born in Norway and 
the painter (cartoonist) Wilhelm Marstrand 
is also of Norwegian origin. 

“The life in Denmark is, to some extent, 
eventless and without excitement. The 
Danes have much patience and can bear 
much for a long time. But suddenly they 
may break down because of accumulated 
burdens. In any case, it is the breakdown 
of the mental mechanism that we physi- 
cians see often in the suicides . . . The 
long latent period and the sudden act [of 
suicide] are characteristic not only of Ham- 


— _ l lëL.uuU—  — 


7 Sørensen, Th. 

s Rubin, M., 1897. 

9 Molesworth, R., An Accounting of Denmark as 
It Was in the Year, 1692, London, 1694. 

10 Bishop Martensen. 

11 Brasch, Chr. H. 

12 Molesworth, op. cit. 

18 Maruyama, M., “The Danish Mind,” Information 
(Copenhagen), January 19, 1957. 
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let but also of other Danes. An Irishman 
or a Norwegian will react to the difficulty 
much sooner. Therefore, their reactions 
are seldom as drastic as suicide and find 
the outlet in revolt or in emigration rather 
than in self-destruction.” 


TENDERNESS AND TECHNIQUE: 
NURSING VALUES IN TRANSITION 


By Genevieve Rogge Meyer 


Los Angeles, Institute of Industrial Relations, Uni- 
versity of California, 1960, 160 pp. 


Once the nurse needed only the common 
knowledge and abilities of the housewife 
and mother. In time, she became the faith- 
ful assistant to the physician, devoted to 
her work and capable of carrying out the 
simple technical duties delegated to her. 

Today, the work of the nurse encom- 
passes so many complicated procedures, 
with more and more necessity for exercising 
judgment and making decisions, that it 
seems to some observers that the elements 
of tenderness and mercy, once so important, 
may even militate against effective perform- 
ance. 

The purpose of the research reported in 
this book was “to explore the current man- 
ifestations of these two traditions in the 
values of present-day nurses.” In other 
words, is the nurse properly a ministering 
angel; is she a disciplined technical expert; 
or may she somehow achieve a merging of 
these two types? 

In her investigation of this problem Dr. 
Meyer studied 697 persons in the Los An- 
geles area. Most of them were nurses, but 
there was also a relatively small group of 
members from future nurses clubs, Dr. 
Meyer employed a picture selection test 
devised especially for this project, some 

paper tests, including sentence completion 
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and opinion expression, and biographical 
data. 

Her findings are too complex to describe 
in detail in this review. Briefly, the sub- 
jects seemed to fall into four general cate 
gories—the ministering angel (oriented to 
bedside care), the efficient, disciplined pro- 
fessional (oriented toward technical admin- 
istrative duties) and two types described as 
“modern integrations,” one oriented to 
ward the patient and one toward work 
with colleagues. 

How these four types were identified, 
how they may originate (whether by selec 
tion or by education), how they fulfill so- 
ciety’s needs and whether they change from 
type to type are topics considered at some 
length in the book. As is almost invariably 
the case in research of this kind, some 
problems are answered and many more are 
raised. 

The statistical methods appear to be 
sound. No “normals” were needed since 
the process called only for ranking. No con- 
trol group was used and it is a bit difficult 
to see how the findings could be adequately 
controlled. Perhaps nurses in another area, 
or some other paramedical group such as 
social workers or clinical psychologists, 
could be studied. 

This is an excellent addition to the 
growing mass of knowledge of nurses and 
nursing. I call it to the attention of all 
those interested in how the nurse is se 
lected, trained and utilized—GranviLLE L: 
Jones, M.D., Arkansas State Hospital, Lit- 
tle Rock, Ark. 


SOCIOLOGICAL THEORY AND 
MENTAL DISORDER 


By H. Warren Dunham 
Detroit, Wayne State University Press, 1959, 298 PP: 
This volume brings together in one place 


previously published work of H. War- 
ren Dunham on mental disorder, plus an 
introductory essay and three previously un- 
published papers: Chapter 5, on the ideo- 
logical position of psychoanalysis; Chapter 
Gon trends in mental disease in the United 
tes; and Chapter 11, on the social per- 
wnality of the paranoid-schizophrene. 

Those familiar with Dr. Dunham’s work 
Know that he addresses himself to three 
basic questions: Are there significant vari- 
‘ations in the incidence of mental disorders 
‘over a period of years, in different social 
casses and in different geographic locali- 
ties? Is there a relationship between the 
personality type of a mental case before 
his breakdown and the type of disorder that 
he develops? Does the culture of a society 
àfect the incidence of mental disorder 
Within the society? 

These are quite properly some of the 
Possible perspectives of the social scientist, 
as distinguished from those of, say, the bi- 
dlogist or the psychiatrist. It would, there- 
fore, have been quite appropriate, in the 
opinion of this reviewer, to have given the 

k a title that emphasizes sociological 
approaches to mental disorders. But the 
title refers to sociological theory, and there 
“Not much such theory in the book. 
x Dunham’s earlier analysis of the cata- 
Ric shows the catatonic to be a person 
* ° deficiency in role-taking skills grad- 

i š oa him from the social life of 
led ae and neighborhood. When pub- 
tempt 1s study represented the first at- 

ra n utilize symbolic interactional 

ay phin a type of mental disorder. 

l; th € volume under review, Dunham 
light on “a theoretical system to throw 
Í the Gok € paranoid-schizophrene. But, 

"We or states, the work is descriptive. 

ave an interpretation that is plausi- 
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ble but that has not been demonstrated. 

Dunham's candor with reference to the 
limitations of his own work is refreshing, 
adding to the stature of one whose sub- 
stantial contribution to the understanding 
of mental disorder is widely acknowledged. 
—M. F. Nimxorr, The Florida State Uni- 
versity, Tallahassee, Fla. 


RECENT ADVANCES IN NEURO- 
PHYSIOLOGICAL RESEARCH 


Edited by D. Ewen Cameron and Milton 
Greenblatt 


Washington, D. C., American Psychiatric Associa- 
tion, 1959, 136 pp. 


Like reports from most symposia, the con- 
tent of this volume is uneven both with 
respect to the quality of the writing and 
the significance of the content. 

Much of the material is discursive and 
really old-fashioned with respect to the 
attempts of modern psychiatry to present 
evidence and speculation in separate con- 
text. There is very little neurophysiology 
in the volume, but there is a very interest- 
ing paper by Malmo in which he attempts 
to reconcile the theoretical concepts of the 
neurophysiologist, the behavioral scientist, 
and the psychologist, supporting his thesis 
with experimental observations of his own. 

A paper by Howard Liddell, reprinted 
from an earlier publication, is also of con- 
siderable interest, for it brings together 
the conceptual framework of the student 
of animal behavior and the psychiatrist. 
All in all this is an interesting and useful 
but not altogether distinguished, volume.— 
SrewarT Wo Lr, M.D., University of Okla- 
homa Medical Center, Oklahoma City, 
Okla. 
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WHITE HOUSE PANEL 
TO PREPARE ATTACK ON 
MENTAL RETARDATION 


A national effort to discover the causes, cure 
and means of prevention of mental retarda- 
tion has been urged by President Kennedy. 

The President has established a panel of 
physicians, scientists, educators and others 
to prescribe a program of action. Leonard 
Withington Mayo of New York is chair- 
man. The new committee has been charged 
by the President with “bringing out into 
the sunlight the problem of mental retarda- 
tion” and “giving it a full national com- 
mitment.” 


RESEARCH 


A neurological research center for the study j 


of cerebrovascular disease has been estab- 
lished at the University of Minnesota under 
a one-million-dollar grant from the Public 
Health Service. The grant will enable the 
University to double or almost triple neuro- 
logical studies done previously in this field. 
It will also support co-operation between 
the Department of Neurology and the De- 
partments of Radiology, Anatomy, and 
Physiology in the study of cerebrovascular 
disease. 


The Center of Alcohol Studies, which had 
its beginnings at Yale University in 1921, 
will be relocated at Rutgers, The State Uni- 
versity of New Jersey. The transfer of the 
Center, internationally known for the study 
of alcohol in its social, biological, psycho- 
logical, and sociological aspects, has been 
made possible by a grant from the National 
Institute of Mental Health. š 

It is expected that the transfer of the 
Center, which at Yale has been identified 
with the Laboratory of Applied Biodynam- 
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ics, will be completed by the spring of 
1962. 


Los Angeles; Kansas City, Mo.; and Kansas 
City-Topeka, Kan., will be included among 
areas subject to intensive surveys by the 
American Bar Foundation in research stué 
ies aimed at improving the process of com 
mitments to and releases from hospitals for 
the mentally ill. 

The project will focus on several fronts 
One aspect will involve legal agencies 
the functions of the courts, attorneys, the 
role of legal aid societies and lawyer rè 
ferral services and the problem of the rela- 
tionship between hospitalization and com- 
petency, 

A second phase of the study will com 
cern the viewpoint of the medical profes 
sion—the role of the private practitioner, 
the part played by the general hospital and 
the mental hospital (both private and gov 
ernment) in the hospitalization process and 
discharge proceedings. 

The third area of research will be in a 
tivities of the service agencies—the role of 
Private welfare agencies, public assistanc 
agencies and that of local law enforcement 
agencies, 

The fourth area will concern inventory 
resources and organizations for mental 
health administration. One of the basic 
hypotheses of the study is that there are im- 
portant factors, other than the written 
Statutes, which affect the ease with which 
persons enter or leave mental hospitals, 
this inventory, including its appraisal | 
public attitudes in mental health, will im 
dicate how well the mental health pr 
gram is supported in a specific jurisdictio™ 


TRAINING 


The Southern Regional Education Board 
recently sponsored a three-day seminar de- 


ntial schools for the mentally re- 
‘This seminar, held in Austin, 
part of a five-year project on at- 
ing supported by a grant from 


er the growing need for highly 
nurses in the field of psychiatry, the 
ity of Michigan School of Nursing 
s d a graduate program in psy- 
rsing. The course places major 
is on understanding human devel- 
and psycho-pathological theory. 


D TREATMENT 


hool for the mentally retarded 
: located in Huntington, Long 
New York. The $35 million insti- 
will serve 2,876 patients. 


° $ œ 


edent-making new sort of hospital 
onstruction by the Veterans Ad- 
in Washington, D. C. This 
‘nation’s first truly general hos- 
the programs, facilities, and 
t any type of illness requir- 
ization, including long-term, 
tal illness, 

with this replacement for the 
Mount Alto Hospital in Wash- 
e VA plans to gradually convert 
hospital system into general hos- 


* * * 


Hoch, New York State Commis- 

Mental Health, has ‘announced 

' the use of Gouverneur Hos- 

York City for the care and 

Í approximately 200 mentally 
n. 


ew York, Governor Rocke- 
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feller recently announced completion of 
preliminary site development plans for a 
proposed $17 million long-range construc- 
tion program for the school for mentally 
retarded at Mt. McGregor, 


A new 130-bed infirmary was dedicated last 
fall at Pineland Hospital and Training 
Center in Pownal, Maine. It was named 
after Perry D. Hayden, the state’s commis- 
sioner of mental health and corrections. 
Also dedicated recently was northern New 
England's first children’s psychiatric hos- 
pital, also located at the Pineland Train- 


ing Center. 
TR 


Saint Elizabeths Hospital in Washington, 
D. C., recently reported on a successful ex- 
periment in the area of recreational ther- 
apy. Seven patients in the John Howard 
Pavilion, the maximum security building 
of the hospital, took part in the drama 
Night of January 16 by Ayn Rand. 

The hospital reported that it was “grat- 
ifying to see how the patient audience re- 
sponded to the play and to the patients 
playing the roles.” 


A special tabulation dealing with ac- 
credited hospitals was included for the 
first time last year in the annual Guide 
Issue of Hospitals, Journal of the American 
Hospital Association. The information on 
accredited hospitals was prepared because 
of “increasing public attention to the role 
of accreditation,” the report said. 

The survey reveals that accredited hos- 
pitals account for 83.6 per cent of all admis- 
sions. For the first time the Guide Issue 
also includes a list of inpatient care insti- 
tutions other than _ hospitals—nursing 
homes, convalescent homes and rehabilita- 
tion centers. 
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The report also reveals that total ex- 
pense per patient per day for all hospitals 
averaged $16.46. The voluntary short- 
term hospital led in costs—$33.23 per day 
—while the nonfederal psychiatric group 
had the lowest—$4.91 per patient day. 


Members of the Board of Trustees of the 
Penn Foundation for Mental Health have 
broken ground for a Day Care Center at 
Sellersville, Pa. To be located on the 
Foundation’s 15-acre property directly 
across from Grandview Hospital and com- 
manding a view of the North Penn Valley, 
the new center promises to be one of the 
principal medical assets of the area. 

The work of the Foundation in the field 
of mental health has attracted State-wide 
and national interest; particularly has it 
been a leader in day care techniques. 


Plans for the conversion and expansion 
of the Fairmount Division of the Syra- 
cuse, N. Y., State School into a Tesidential 
center for emotionally disturbed children 
have been announced recently by Governor 
Rockefeller. The highly specialized insti- 
tution will be a treatment center and will 


also be used for research, experimental 
and demonstration Purposes, 


Plans for a 24-hour-a-day “walk-in” clinic 
for emergency psychiatric care were an- 
nounced recently by the Los Angeles Psy- 
chiatric Service, a Community Chest 
agency. The new service would include 
emergency help for those with a specific 
life crisis such as a recent death in the fam- 
ily, the breakup of a marriage, a sudden 
school crisis in a young adult, recent loss 
of position or employment and similar 
cases. 
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REHABILITATION 

Pineland Hospital and Training Center 
in Pownal, Maine, has initiated a long 
range research project to determine the 
success or failure in the community of its 


discharged patients. 


REPORTS, STUDIES, SURVEYS 


The spread of the open-door policy has 
nearly doubled the percentage of mental 
patients in unlocked wards since 1957, ac 
cording to a report issued recently by Ben- 
ton Wahl, Jr., administrative resident at 
The Christ Hospital in Cincinnati, Ohio. 
Mr. Wahl’s report is entitled “A Survey of 
the Extent of Use of Open Psychiatric 
Wards in Mental Hospitals in the United 
States,” 


LEGISLATION 


The Interstate Mental Health Compact 
Bill enacted by the Pennsylvania legisla- 
ture has been signed into law by Governor 
David L. Lawrence. Passage of the bill 
makes possible, on a reciprocal basis, the 
care and treatment of a mentally ill person 
in that state in which he is physically pres- 
ent, irrespective of residence, settlement 
and citizenship. 
* * = 

Congress, in action taken last fall, voted 
$108,876,000 for the 1962 budget of the 
National Institute of Mental Health, an in- 
crease of 8 per cent over the total appro- 
priated for 1961. The appropriation meas 
ure passed by Congress provides for $46 
445,000 for research grants; $4,440,000 for 
fellowships; $84,856,000 for training; $6- 
750,000 for state control programs, and $16- 
385,000 for direct operations. 


Funds budgeted for community mental 
health services throughout the United 


during 1961 totaled $91 million, an 
se of about 100 per cent since 1957. 
ysis of state legislative actions 
by the Community Services Branch 
National Institute of Mental Health, 
ils that during 1961 eight state legis- 
res enacted major new legislation affect- 
pmmunity mental health activities. 


ear battle to eliminate the “criminal 
r’ from commitment laws pertaining 
tally ill and mentally retarded per- 
in Maine ended last year when the 
tate legislature enacted laws broad- 

the grounds and rules for commit- 


action permits mentally ill people 
€ acquitted of the responsibility for a 
le. By this action, Maine became the 
it state in the United States to enact the 
urham Rule” into law by statute. Nearly 
Years ago it became the first state to 
OW a defendant in a criminal case to 
fy in his own behalf. 
laine is also believed—by veteran legal 
| legislative officials—to have been the 
ate to permit a person to be trans- 
ed to a mental hospital while serving 
ehtence in prison and to be treated as 
ental patient rather than as a criminal. 


RDS AND GRANTS 


` Robert H. Felix, director of the Na- 
onal Institute of Mental Health, was one 
ve outstanding career public servants 
d to receive the 1961 Rockefeller 
pac Service Awards for distinguished 
Mce to the federal government. 


* * * 
a Department of Health, Education 
3 Welfare has granted $190,000 for a five- 


< esearch and demonstration project at 
Goodwill Industries in Pueblo, Colo. 


Notes and Comments 


The project has two general purposes: (1) 
To provide for hospitalized chronically ill 
mental patients a therapeutic transitional 
experience from hospital to community; 
and (2) To provide a research center to 
assess accurately the beneficial and non- 
beneficial factors in the Goodwill Indus- 


tries. 
ee ile 


One hundred and forty-two tax-exempt 
private national organizations provided, be- 
tween 1954 and 1959, an average of $16 
million annually for mental health activi- 
ties, according to a study recently com- 
pleted by the National Institute of Mental 
Health. 

Results of the study, based on a survey 
of 1,182 national granting agencies are re- 
ported in a new Public Health Service pub- 
lication entitled Private Support for Men- 
tal Health. 


Dr. Jack R. Ewalt, superintendent of the 
Massachusetts Mental Health Center and 
director of the Joint Commission on Men- 
tal Illness and Health, was one of seven 
persons voted honorary membership in the 
American Hospital Association. Dr. Ewalt 
was honored for his “outstanding contribu- 
tions to the health and hospital fields.” 


Adolf Meyer awards were presented re- 
cently to Dr. Nathan Beckenstein, director 
of Brooklyn, N. Y., State Hospital and four 
others for distinguished achievement in the 
field of the mental health. The awards 
were made by the Association for Improve- 
ment of Mental Health, Inc. 

Dr. Beckenstein received his award for 
“his enlightened, expensive, creative, hu- 
manistic efforts as administrator of an in- 
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creasingly open, structured and rehabilita- 
tive psychiatric treatment center.” 

Other recipients of the awards were: the 
Joint Commission on Mental Illness and 
Health for its “monumental five-year study 
of the incidence and treatment of mental 
disorders in the United States and its dar- 
ing, farsighted recommendation to improve 
mental health facilities;” 

Dr. John B. Rees, director of the World 
Federation for Mental Health, for “his 
humanitarinism and administrative skill 
as the prime architect of world mental 
health;” Dr. Bertram H. Schaffner, con- 
sultant to the Caribbean Federation for 
Mental Health, for “his dedicated service 
in stimulating and promoting the develop- 
ment of the multilingual, multiracial fed- 

eration;” and to Barbara Yuncker, staff 
writer of the New York Post, for “her thor- 
oughly documented, comprehensive level- 
headed, series of daily newspaper articles 
on ‘Psychiatry—1961.’” 


As recipient of a special project grant 
from the National Institute of Mental 
Health, Dr. Herbert Dorken, director of 
community mental health services for Min- 
nesota’s Department of Public Welfare, 
will observe community mental health serv- 
ices in New Jersey, New York and Massa- 
chusetts as a basis for advancing Minne- 
sota’s program, 
i * + + 

The Ford Foundation’s Fund for Research 
in Psychiatry has awarded four grants of 
$250,000 each toward endowment of four 
permanent research positions in depart- 
ments of psychiatry in the University of 
Chicago School of Medicine, Columbia 
University’s College of Physicians and 
Surgeons, the University of Utah College 
of Medicine, and Yale University School 
of Medicine. 
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Each of these schools will appoint a re 
search psychiatrist to the newly created po- 
sition on its faculty, 


The Smith Kline & French Foundation 
has announced an additional grant of 
$10,000 for the continuance of the Ameri- 
can Psychiatric Association’s Vestermark 
Fellowships, under which selected medical 
students may expand their psychiatric 
knowledge. The fellowships, named for the 
late Dr. Seymour D. Vestermark for his 
outstanding contributions to psychiatric 
training, provide medical students with the 
opportunity for full-time work in public 
mental hospitals during the summer 
months. 


APPOINTMENTS AND ELECTIONS 


The following persons took office at the 
last annual meeting of the American Psycho- 
somatic society: Dr. Stewart Wolf, presi- 
dent; Dr, Julius B. Richmond, president- 
elect; Dr. Eugene Meyer, secretary-treasurel. 


* * * 


Dr. C. H. Hardin-Branch, professor and 
head of the Department of Psychiatry at 
the University of Utah College of Medi- 
cine in Salt Lake City, is the incoming 
president-elect of the American Psychiatric 
Association. Dr. Walter E. Barton, supe™ 
intendent of the Boston State Hospital, 1 
the current president. Vice presidents in- 
clude Dr. Henry W. Brosin and Dr. Titus 
Harris. Dr. Harvey Tompkins is secretary 
and Dr. Addison M. Duval, treasurer. 


MEETINGS 


“Action for Mental Health” was the he 
of the semi-annual meeting of the Mary 


jand State Conference on Social Welfare 
held in November in Baltimore. Dr. Leo 
Bartemeier, chairman of the Board of Trus- 
“tees of the Joint Commission on Mental 
Illness and Health, was the keynote 


* * * 


The thirty-ninth annual meeting of the 
American Orthopsychiatric Association will 
beheld in Los Angeles March 21-24. Major 
emphasis of the meeting will be on the 
Ways in which various specialists work to- 
gether in mental health programs. 


* * * 


At California’s first statewide meeting in- 
Yolving citizens’ groups interested in men- 
tal health, Governor Edmund G. Brown 
called for the support of the various or- 
ganizations in helping plan and develop a 
long-range plan for mental health services 
and needs projected over the next 10 


Addressing the meeting of unions, 
Momen’s clubs, church groups, farm or- 
Bhuzations, and service clubs the Governor 
said, we need a master plan for mental 
ia just as we need a master plan for 
gaer education and long-range water 
plans,” 


* * * 


e Worldwide interest in the modern 
bis Baas of mental health and the meth- 
* Ea application in present-day society 
iTe In evidence at the Sixth Interna- 
bed b a on Mental Health organ- 
Rein. d Federation for Mental 
The peA held in Paris last September. 
tented 55 eane to this meeting rep- 
Ta S. Stevenson, consultant to 
nd edit Association for Mental Health 
or of Mental Hygiene, was elected 


Notes and Comments 


president of the World Federation for 
1961-62. Effective January 1 of this year 
Dr. Francois Cloutier, Montreal psychia- 
trist, takes over the duties of director 
of the World Federation from Dr. John 
R. Rees who will continue to act as a con- 
sultant to the Federation. 


Approximately 300 persons from 62 coun- 
tries attended the World Congress of Psy- 
chiatry in Montreal last summer. Discus- 
sions centered on 1. Early treatment pro- 
grams that make it possible for the patient 
to remain in the community; 2. Care of 
geriatric patients; 3. Care for the mentally 
retarded, and related subjects. 


* * < 


The Second International Congress on 
Mental Retardation, held in Vienna last 
August, concerned itself entirely with prob- 
lems of mentally subnormal children. 
There were approximately 300 participants, 
predominantly from Austria and Germany. 
The Congress was organized by the World 
Federation for Mental Health. 


* * * 


Recommendations for a concerted national 
program in mental health and mental ill- 
ness were made last fall at the Working 
Conference on Mental Health sponsored 
by the American Medical Association. 
These recommendations will serve as the 
basis for the A.M.A.’s intensive new pro- 
gram in the fields of mental illness and 
health. One major phase of this new pro- 
gram will be a two-day National Congress 
on Mental Health to be sponsored. by the 
A.M.A. later this year. 


* * * 


The basis for a challenging program of 
total action for mental health and against 
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mental illness—with an immediate focus on 
assuring modern treatment for the seriously 
mentally ill—emerged from the recent 11th 
Annual Meeting of the National Associa- 
tion for Mental Health. 

Action in behalf of the mentally ill by 
the citizens’ voluntary mental health move- 
ment was urged repeatedly by the nearly 
50 professional and lay speakers address- 
ing the 600 conferees. Impetus for the 
concerted “action” program is the Final 
Report of the Joint Commission on Men- 
tal Illness and Health. 

Frazier Cheston of Philadelphia was 
elected president of the Association for the 
coming year. Mr. Cheston, an executive 
with Smith, Kline and French Laboratories, 
has been an NAMH board member for 
several years and also chairman of the 
NAMH Fund Raising Policy Committee. 


* # # 


Intensive analysis of the Joint Commis- 
sion’s report was also the theme of the 13th 
Mental Hospital Institute of the Ameri- 
can Psychiatric Association held in Ne- 
braska recently, 

This analysis produced general agree- 
ment that the findings were factual and for 
the most part realistically represented cur- 
rent conditions, but the recommendations 
were considered by some conferees to be 
“too sweeping and general.” 


IN MEMORIAM 


Miss Mary C. Jarrett, known as the “mother 
of psychiatric social work” and a pioneer 
in the study of chronic illness, died in 
August, 1961, in New York City, 

Miss Jarrett began her work with the 
Boston Children’s Aid Society and the 
Boston Psychopathic Hospital where she 
organized the social service department and 
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served as its chief from 1913 to 1919. She 
wrote numerous articles on methods of so 


cial casework in relation to mental hygiene ` 


and was co-author of The Kingdom of 
Evils: Psychiatric Social Work Presented in 
100 Specimen Cases. The book, published 
in 1922, was one of the first to consider de 
linquents not as “born criminals” but as 
human beings influenced by the poor en- 
vironments. 

For the past 30 years she had been com 
cerned with the problems of the chronically 
ill and with community programs to meet 
their needs. She was associated with the 
Welfare Council of New York City, now 
known as the Community Council, from 
1927 to 1943. 

In 1920 Miss Jarrett organized the Psy- 
chiatric Social Workers’ Club which is now 
the Psychiatric Section of the National As- 
sociation of Social Workers. 


* * * 


Dr. Luther E. Woodward of Brooklyn, 
N. Y., senior community mental health 
representative of the New York State De 
partment of Mental Hygiene, died last fall 
He was considered one of the outstanding 
social workers in the field of mental health. 
In great demand as a writer and lecturer 0” 
the many facets of mental health, he special- 
ized in problems related to family living: 

Ordained as a pastor in the Lutheran 
church, he first served the 
Church of the Ascension in Brooklyn, and 
in 1980 established the Life Adjustment 
Center at the Lutheran Church of the R€ 
deemer in the same borough. 

He later served as a field consultant for 
the National Committee of Mental By 
giene and was also a psychiatric 500 
worker in the Bureau of Child Guidanc? 
in the New York City school system. 
Was co-author of Mental Health in Mo 
ern Society and Better Ways of Growing 


Lutheran ` 


. He was a president of the American 
opsychiatric Association in 1956 and 
an officer of the American Association 

Psychiatric Social Workers. 


* * * 


hat follows is an extract from a memorial 
ibute to the late Albert Deutsch delivered 
by Charles I. Schottland, dean of The Flor- 
Heller Graduate School for Advanced 
Studies in Social Welfare at Brandeis Uni- 
versity, at a special memorial service held 
in Washington, D. C., last summer: 
Only a few men are destined to make 
significant contributions to their generation. 
Al Deutsch was one of these. 

“To his colleagues in journalism he rep- 
Mesented the fearless and militant crusader 
~xposing injustice; inveighing against the 
apathy of officials who ignored human suf- 
fering; attacking corruption; and, through 
expressing an idealism and a pro- 
E faith that the processes of democ- 
poe in the end, achieve a better life 

T those unfortunates who had fared badly 
ât the hands of society. 

N his associates in the fields of mental 
able E ciay he was a knowledg- 
Y sad riendly critic—puncturing the 

F ah s and ever-changing dogmas of 
a panding mental health profession 
lead community health programs; 
a. the best in mental health and 
and uy 1c programs both here and abroad, 
other ae his professional friends and 
Programs in the field to adopt those 
More than at Were sound; responsible, 

° anda Pl single journalist, for raising 
Dita); an A s of care in our mental hos- 
together ee as a catalyst to bring 

if 0 his e ge and action programs. 
Public amg friends in social work and 
exp ining ae he was an able interpreter: 

lve defending the destitute, the 
unemployed, the unwed mother, 
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the delinquent, the homeless child: respon- 
sible, through his writing, for shaming one 
of our states into adopting an Aid to De- 
pendent Children program: contemptuous 
of bureaucratic red tape. 

“Al has taken the final journey, but as 
we recall his personal qualities of integrity, 
courage and kindness and think of his con- 
tributions in the fields of mental health, 
police administration, public welfare, med- 
ical care, and other areas, we can say with 
conviction: “There was a man.’ ” 
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t of mental health needs 


changes of emphasis in mental 
over the past 12 years has been 
realization that comprehensive 
th services must be planned so 
each a larger proportion of the 
on in need. 

years administrations and com- 
tried to discharge their responsi- 
Ward the mentally ill and toward 
viding custodial care, but the 
the understanding that with 
tment many of these patients 
ved—if not cured—has led to 
X truly therapeutic services. 

vement certainly started much 
a decade ago and has, in fact, 
impetus sporadically over the 


Changes of emphasis and 


accomplishments in mental 
health work, 1948-1960 


centuries. It has, however, gathered mo- 
mentum in recent years for several reasons. 
One is that with population increases and 
with greater preponderance in some coun- 
tries of the aged, many mental institutions 
—despite increases in provision of beds— 
became again so overcrowded that even 
humane custodial care was impossible. The 
tendency toward expansion of community 
services to provide alternative treatment 
has derived partly from this fact—Amster- 
dam experience (12) and Worthing experi- 
ment (1). 

2 U eee 
Dr. Krapf is chief and Mrs. Moser is scientific 
assistant, Mental Health Section, World Health 
Organization, Geneva, Switzerland. 

This article is a revised version of a paper origi- 
nally prepared for the International Study Group 
on “Mental Health Perspectives” convened by the 
World Federation for Mental Health at Roffey 
Park, Horsham, England, June 12-24, 1961. 
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Secondly, recent progress in psychosocial 
and somatic therapies, including the rapid 
advances in treatment using psychotropic 
drugs, has demonstrated that even in old, 
chronic patients formerly considered lost to 
the world, some measure of adjustment to 
the community can be restored.* 

The awakened interest in the mentally 
ill directed attention to the size of the 
problem to be faced. As the figures came 
out it was learned, to the astonishment of 
many, that in countries with developed hos- 
pital services the mentally ill occupied 40 
to 50 per cent of all available beds (al- 
though, the turnover being small, they ac- 
counted for only about 2 to 8 per cent of 
admissions), 

However, mental hospitals applying in- 
tensive treatment methods started to show 
rising proportions of patients discharged as 
improved. Such hospitals began to lose 
their stigma so that patients were seen to 
come for treatment voluntarily and at an 
earlier stage in the disorder and therefore 
with greater chances of early return to the 
community. Admissions figures, therefore, 
rose but population figures in these institu- 
tions tended to decline. 

The size of the problem was, then, obvi- 
ously not limited to the numbers of seri- 
ously disturbed in mental institutions. 
Studies of prevalence of mental disorders 
were therefore extended beyond the hos- 
pitals. Some such studies (e.g. 2), were car- 
ried out before 1948, but only in the last 


1 Happily there are areas of the world where the 
tendency to exclude the mentally sick from society 
has not occurred. Only now is it beginning to be 
realized that efforts must be made in such regions 
to retain the benefits of treating the mentally ill 
within the community but to enhance them by 
application of modern therapeutic methods (7). It 
is interesting to find that forerunners of certain 
recent methods have existed for centuries in some 
of these areas, e.g. (11). 


164 


decade has an attempt been made to esth 
mate the numbers of mentally ill in large 
areas, e.g. Japan (6); Texas (4). 
Other investigations have served to show 
that even more extensive than the problem 
of the psychoses is that of the neuroses 
Published figures suggest that from 10 to 
30 per cent or more of populations may be 
suffering from the less serious forms of 
mental disorder, depending on the criteria 
used to define the term. Although findings 
on the treatment of neuroses are not new, 
increased interest has been aroused lately 
in methods of treatment which are les 
expensive in manhours than the one-to-one 
relationship of psychoanalyst to patient, 
since the former are a scarce commodity in 
all countries. 
While interest in therapy is maintained, 
it has become increasingly apparent over 
the decade that if the problem of mental 
disorder is to be solved on a large scale, 
attention must be turned to prevention. 
It has been realized that in the present 
state of knowledge a very few mental dit 
orders can be prevented—the pellagra psy 
choses and the mental complications 
syphilis, for example. 3 
About some other disorders there # 
presumptive evidence of preventive mea* 
ures—counteracting the consequences 
prolonged separation of the small child 
from the mother figure, or of isolation iñ 
the aged, for instance. As to the men 
disorders causing the gravest problems— 
such as schizophrenia—very little is securely 
known about prevention, but evidence 1 
accumulating. 
According to some authors, (3, 9), three 
levels of prevention of mental disorders can 
be distinguished. In primary prevention” 
preventing what is known to be preventa 
—much can be done by the public heal 
services. 
Secondary prevention—active treatment 
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d cases—is furthered by the di- 
d treatment of disorders at an 
‘sage. This concept is gaining ac- 
ce and is gradually being put into 
‘im some areas, where it is considered 
long-term suffering and strain 
aunity can be avoided by such 


oncept of tertiary prevention, or 
ention of continuing social inade- 
as also grown in importance in 
rs, since higher proportions of 
leaving hospitals, and there is 
n increased risk of relapse. As to 
evention of deterioration, it is now 
bod that some of the worst aspects 
‘Serious mental disorders have been 
ht about by the very conditions of 
alization and can be avoided by well- 
ed therapy aimed at rehabilitation. 

t from primary prevention, treat- 
and rehabilitation, it is now consid- 
y many that there is another field 
al health endeavor and that is 
of positive mental health. As 
proved findings in this field are 
emphasis on the need for careful 
and observation has grown (5). 
area particularly it has been 
in recent years that multidiscipli- 
is required—the co-operative 
by the psychologist, the anthro- 
other social scientists, the psy- 
and the epidemiologist. 

has been increased emphasis on the 
ead knowledge of mental health 
among those dealing with large 
of people—educators, the clergy, 
officers—and those 
uencing community attitudes— 
7 policy makers, business man- 
leaders, as well as parents and 
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noxious to mental health, and means of 
improving the latter. 

In the whole field of mental health en- 
deavor, emphasis is veering toward the need 
for further knowledge and information. 
In at least one country, research has 
become the main priority of the mental 
health program. Yet it is realized that all 
efforts must not be stultified by lack of 
facts. Enough is known to enable many 
programs to be implemented, and present 
stress on need for evaluation of results 
should lead to improvement in efficacy. 


Planning of mental health services 


Two major points concerning the plan- 
ning of psychiatric services have come to 
the fore in recent years. One is the need 
for a central mental health agency directed 
by a psychiatrist to plan, stimulate and fos- 
ter the diverse activities comprising the 
total mental health program, which should 
be well-integrated with the general health 
program of the area; the other is the need 
for regionalization of services so as to meet 
more adequately the requirements of each 
area (e.g. 8, 10, 13). 

For both these reasons an increase is 
noted in emphasis on the importance of 
assessment of local priority needs and avail- 
able resources. 

The most notable tendency in the plan- 
ning of mental health facilities in recent 
years is the expansion of community serv- 
ices to permit promotion of mental health 
and prevention of ill health, early detection 
and treatment of mental illness and rehabil- 
itation. 

Thus, in progressive programs stress is 
being laid on extension of consultation, 
emergency and advisory services, domicili- 
ary services, outpatient services, day and 
night hospitals, half-way houses, hostels, 
clubs and sheltered workshops. Such pro- 
visions are, in many areas, helping to cut 
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down admissions to mental hospitals with 
advantage to patients and families. 

At the same time, the changes in mental 
hospitals already initiated over a decade 
ago are beginning to make their impact in 
many parts of the world. As pointed out 
in a WHO report (16) the psychiatric hos- 
pital has an important role in prevention 
—particularly tertiary and secondary. 

This is being implemented by increasing 
use of such therapeutic techniques as group 
therapy, greater participation by patients 
in the life of the hospital and other means 
of resocialization and rehabilitation, com- 
bined with pharmacotherapy. 

The emphasis on the open door is chang- 
ing to that on the revolving door. Thus 
the mental hospital may now be envisaged 
as a place to which patients can be freely 
admitted and readmitted at times of need 
for short spells in the process of rehabilita- 
tion to meet the normal stresses of com- 
munity life. 

The realization of the need for close con- 
tact with the community is also largely 
responsible for the development in recent 
years of psychiatric departments in general 
hospitals and of small mental health centers 
attached to or linked with other health 
facilities. 

The suggestion has been made (e.g. 14, 
19) that in areas where few or no psychiatric 
facilities exist, such centers should be set 
up as headquarters for community mental 
health services, maintaining a close rela- 
tionship with the general practitioners, 
general medical services and social agencies, 

Many of these facilities are still in the 
experimental stage and are being run on 
a very small scale in some areas. Their 
efficacy as individual units may be difficult 
to evaluate. Nevertheless, the principle 
that there is need in mental health pro- 
grams for a whole gamut of facilities is well- 
established. 
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Even more, it is stressed that for efficient 
service the efforts of individual facilities 
must be integrated into a co-ordinated se 
ries, offering to those in need a continuity — 
of care and treatment. The mental health 
facilities alone are seen to be insufficient 
for this task, and the cry is now for im 
proved integration and co-operation with 
other community facilities—medical, wel- 
fare, legal and educational. 

It is now being realized by planners of 
mental health services that the most impor 
tant element is a supply of adequately 
trained personnel. Several recent trends are 
apparent concerning training requirements 
to meet the above aim. 

As regards the psychiatrist, it is being 
appreciated that greater attention must be 
paid to his preparation for work in the 
community in conjunction with community 
agencies, and that he must be equipped for 
the task of acting as counselor to profes 
sional workers dealing with people so that 
his special knowledge and capacities may 
be of benefit to larger proportions of those 
in need. 

It is gradually becoming accepted that 
there is a need for at least some psychi- 
atrists with training in administration 
in public health. In certain areas, the em 
phasis on the type of therapy to be taught (0 | 
the psychiatrist is changing as attempts arë 
made to devise such methods as group 
therapy which will reach larger numbers of 
people. 

A further consideration is the prepara 
tion of the psychiatrist to give training © 
such other groups as general practitioners 
nurses, prison officials, and educators; an 
to direct mental health education services 
for the general public. peta 

In the training of psychiatric nurses = 
creasing emphasis is being placed on tea 
ing them to look upon the mentally 7" 5 
sick persons capable of improvement; 


the potentialities for therapeu- 
ilitation of the hospital and com- 
services; and to foster independ- 
attempts at self-improvement in 


le of psychiatric social workers 
noting mental health, assisting with 
se-finding and maintaining links be- 
patient and family is being more 
eciated. 
ical psychologists are now, in some 
oncerned with difficult problems of 
Py, the need is being pointed 
r changes in their training. 
ntion is being devoted to inclusion 
al health and psychiatric principles 
g of other health workers, now 
potentialities for assisting with 
ealth work are understood. The 
E this interest is indicated in a re- 
report (18) on the undergradu- 
g of psychiatry and mental 
Some areas are developing 
te courses for physicians—gen- 
tioners and specialists. Similar 
are apparent in the training of 
ad midwives. 
in recent years of the need 
g of mental health through the 
th services has led to the organ- 
training seminars, inservice train- 
taduate training in mental health 
health workers, 
n the co-operation of nonmedical 
furthering mental health in the 
ty, it is now understood that, in 
of the WHO report on social 
and community attitudes (17): 
Y 18 to reap the full benefit of the 
Modern psychiatry, it must learn 
ate in the prevention of mental 
in the therapy and rehabilita- 
° Mentally ill, In other words, 
ress now largely depends on 
of the community towards 


Accomplishments in mental health work 


KRAPF AND MOSER 


mental patients and towards social psychi- 
atry itself.” 


Research and collection of information 


Throughout the field of mental health 
endeavor an important increase in empha- 
sis on the need for research has become ap- 
parent over the past 10 to 15 years. 

It is widely realized that there is far more 
to be discovered in the fields of etiology, 
treatment and prevention of mental dis- 
orders than is known. The problem of 
means of promoting mental health is begin- 
ning to be attacked. Methods of organiza- 
tion of mental health facilities and services 
are being studied scientifically in a few 
areas. 

The means and effects of mental health 
education are being investigated. Activi- 
ties connected with the epidemiology of 
mental disorders have multiplied and one 
of the initial difficulties—agreement on 
nomenclature and classification—is receiv- 
ing increasing attention. 

In each of these areas of research and in- 
vestigation great changes in approach have 
taken place in recent years. Scientific meth- 
ods of planning and execution of research 
projects are being applied, and importance 
is attached to evaluation of results. The 
necessity for multidisciplinary co-operation 
in many research activities is now under- 
stood. 

The quest for information has led to the 
uncovering of a vast quantity of isolated 
facts. In an effort to integrate and co- 
ordinate this knowledge, important devel- 
opments have occurred in publication of 
findings, indexing and sorting of informa- 
tion, organization of seminars and con- 
ferences for exchange of recent findings and 
national and international travel for com- 
parison of results. These tasks have been 
assisted by the growth of national and 
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international mental health societies and 
organizations. 

There is no universal agreement on what 
constitutes mental health nor on what the 
mental health tasks are, but at least among 
those interested in the field it has become 
more clearly apparent in the last 12 years 
that, just as appreciable advances can be 
made in the physical health of a community 
through continuous endeavor, so now it 
seems probable that progress can be made 
in the people’s mental health. 

We come back, then, to the emphasis on 
need for planning mental health services 
to reach larger proportions of the popula- 
tion, as has been done in many areas for 


physical health through the public health 
services. 


II. SOME ACCOMPLISHMENTS IN 
MENTAL HEALTH WORK 


Inquiry on mental health resources, plans 
and priorities 

In order to review progress in mental health 
since 1949, an inquiry was circulated to 
members of the WHO Expert Advisory 
Panel on Mental Health in 1960, requesting 
data on mental health resources, plans and 
priorities. Information was obtained about 
the following countries: 


Region 


Europe 


As will be noted, several countries where 
important progress has occurred in mental 
health work in recent years are missing 
from this list. 
from exhaustive since the sources of data, 
were limited to the responses received. The 
United Nations mid-1958 estimates? were 
used for population figures. 

Despite the lacunae, it is considered that 
the material presented will give some indi- 
cation of the international situation as 
regards mental health facilities and re 
sources and thus provide a viewpoint from 
which to appraise priority needs in future 
planning. 


Administrative structures for mental health 
services 


Reports on the existence of a mental 
health division or section at the national 
level were received from 20 countries. Prac 
tically all of them are within ministries oF 
departments of health, health and welfare 
or public health. 

In England and Wales “the Mental 
Health Division is integrated as fully as 
possible with the other medical service 
both centrally at the Ministry of Health 
and in the regions.” 

In the Union of Soviet Socialist Repub 


Country 


Austria, Finland, France, Germany, Ireland, Portugal, Sweden, 


Switzerland, United Kingdom, USSR, Yugoslavia 


Americas 


Brazil, Canada, Chile, Colombia, Costa Rica, El Salvador, Guatemala, 


Honduras, Peru, United States of America 


Middle East 
Africa 


East Asia and 
Australasia 


Egypt, Iran, Israel, Lebanon, Pakistan 


Ruanda Urundi, Union of South Africa 


Australia, China (Taiwan), Japan, New Zealand, Thailand 


n E EAE USUSI  . 


sr l L a S 83 
2 United Nations, Statistical Yearbook (New York: 
United Nations, 1959). 
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Moreover, this review is far ` 


lis “there is a group of specialist psychi- 
ists dealing with problems of psychiatry 


which forms part of the department of spe- 
“dal services of the Ministry of Health of 


the USSR and the Ministries of the Union 
Republics.” 
The National Institute of Mental Health, 


qeated by the U. S. Congress, is referred 
to as being responsible for collection of 
data and provision of certain funds, with- 
out having any power to prescribe state 
activities. 

Respondents from seven countries re- 
ported that there was no such national de- 
partment nor was any such envisaged. 

In some countries there are mental health 
offices below the national level. Ireland is 
divided into 18 hospital districts, each with 
a mental hospital authority responsible for 
the distribution of mental health services. 
In the Union of Soviet Socialist Repub- 
lics a psychiatrist is attached to each “ob- 
last” (district) health department. 

Mental health services are administered 
in Canada by separate divisions in health 
departments of each of the 10 provinces, 
the national authority being mainly ad- 
Visory, 

Japan has a mental health section in the 
Tokyo Health Bureau and one or more 
officials are engaged in mental health serv- 
Xes in the other 45 Prefectural Health 
lepartments, 

p United States of America, the 
YAA has nine regional offices and each 
ES, as a mental health and/or mental 

Pitals authority. 
tong espondent from New Zealand men- 
all o regional hospital boards with 

3 | sic departments. 

oa le the Mental Health Division of 

oe ZEN of „Health has a Psychiatric 
eed ommittee consisting of leading 

Psychiatrists. 
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Regional organization of mental health 
services 


In several countries there are ongoing or 
projected plans for improving the organiza- 
tion of mental health services so as to reach 
a higher percentage of the population. The 
report from France, for instance, states that 
organization of services by districts is being 
stressed at ministerial level, and that this 
will entail widespread increase in day and 
night services, work therapy and sheltered 
workshops. 

According to a comprehensive plan for 
reorganization of mental health services in 
Sweden, many small hospitals for mental 
patients would be built in close contact 
with general hospitals and provide exten- 
sive extramural services: it is a “plan for 
‘infiltration of society’ with mental health 
attitudes in many activities.” 

A similar attitude towards organization 
of services is shown in Canada, where some 
feel that “the small regional psychiatric 
hospital closely affiliated with the general 
hospital closely attached to community re- 
sources may prove to be the unit of the 
future.” In one of the provinces, Saskatch- 
ewan, a 180-bed regional psychiatric hos- 
pital has been planned as part of the 
general hospital complex. “An effort will 
be made to make this the center of a com- 
munity service involving public health re- 
sources, family doctors, etc., in striving to 
return all patients admitted to the com- 
munity.” 

The Australian report also mentions in- 
creasing degree of regionalization and of 
rural services, as money and psychiatrists 
become available. 

A plan for regionalization was incorpo- 
rated into the 1952 Mental Health Act in 
Finland and efforts are now being made to 
carry this into effect. 

In the United Kingdom there has been 
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TABLE 1 


Numbers of physicians per one million population, 
1959, or most recent year 


Physicians 


100- 290 
Thailand 


300- 490 
500- 690 
700- 890 
900-1,090 


over 1,100 


Portugal, Sweden 


Country 


Colombia, El Salvador, Guatemala, Honduras, Iran, Pakistan, 


Costa Rica, Peru, China (Taiwan) 
Finland, Union of South Africa 


Canada, Ireland, Japan, Lebanon, Scotland 


Austria (1,980), United States of America (1,350), Israel, (2,260) 


a great increase in community services, and 
the new Mental Health Act, 1959, is ex- 
pected to extend this movement. 


Personnel 
Staff Resources: 


Because of differences in training and 
functions of staff in different countries, it 
is impossible to make detailed international 
comparisons of staff resources. 

However, an attempt has been made on 
the basis of replies received to show ranges 
of staffing levels and the rough distribution 


of countries within those ranges. Figures 
were not available for all types of staff for 
all countries. 

Switzerland and England and Wales gave 
figures for physicians in hospitals only, the 
numbers being 480 and 290 per one million 
respectively. Germany gives a figure of 
1,380 physicians and medical assistants 
(Medizinalassistenten) per one million pop- 
ulation. For Israel it is stated that many of 
the physicians are over sixty years of age 
and of these, many are women who have 
ceased to work as doctors. 


TABLE 2 


Numbers of psychiatrists per one million population, 1959, 
or most recent year 
SO ET IPS n GN PETATE 


Psychiatrists 


0.3- 0.9 
1 — 4 
5-9 

Africa 
10 -19 Japan 
20 -39 
40 -69 
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Country 


Honduras, Iran, Pakistan 
Egypt, El Salvador, Guatemala, China (Taiwan), Thailand 
Colombia, Costa Rica, Lebanon, Peru, Portugal, Union of South 


Austria, Finland, Germany, Ireland, USSR 


Canada, Israel, Sweden, United States of America 


x 
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TABLE 3 


Numbers of child psychiatrists per one million population, 
1959, or most recent year 


Child 
psychiatrists Country 
0.2-0.9 Colombia, Costa Rica, Egypt, Guatemala, Ireland, Japan, Leba- 
non, Peru, China (Taiwan), Thailand, Union of South Africa 
1.0-1.9 Austria, Portugal, Scotland 
2 -4 Finland 
b -9 Israel, Sweden, Switzerland, United States of America 


Increases of 10 to 100 per cent were 
shown over the 10-year period, the greatest 
increases occurring mainly in countries with 
lower staffing levels. 

Figures of psychiatrists in mental hospi- 
tals or acting as consultants are: England 
and Wales—29, Scotland—23, Switzerland 
—66 per one million. In France in 1958 
+ were 7.5 medical directors in psychi- 

itic hospitals per one million population. 

All countries show an increase in num- 
= M iiaia over the decade, and 

ave doubled or tripled the number. 


On the whole, countries with higher 
numbers of physicians have also higher 
numbers of psychiatrists. 

No figures are given for the United King- 
dom or the Union of Soviet Socialist Re- 
publics. Increases in numbers over the 
decade were up to sixfold. 

In all countries reporting such staff, the 
numbers increased over the decade, in sev- 
eral cases from zero. 

There were about nine psychiatric social 
workers per one million population em- 
ployed in hospitals in England and Wales. 


TABLE 4 


Numbers of clinical psychologists per one million population, 
1959, or most recent year 
E A ot 05.50 ene te E 


Country 


Costa Rica, Egypt, Iran, Ireland, Pakistan, Peru, Portugal, China 


Colombia, Union of South Africa, United Kingdom 


Clinical 
Psychologists 
0.1- 0.9 
(Taiwan), Thailand 
L0- 1.9 Austria, Lebanon 
2-4 
a? Canada, Finland, Japan 
9 Sweden 
i Israel 
40 
8 United States of America 
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TABLE 5 


Numbers of psychiatric social workers per one million population, 
1959, or most recent year 


Psychiatric 
social workers 


Country 


Colombia, El Salvador, Egypt, Pakistan, China (Taiwan), Thailand 


Canada, Costa Rica, Finland, Lebanon, Switzerland 


0.1- 0.9 

1.0- 1.9 Treland, Portugal 

2-4 Austria, Japan, Scotland 

5 -9 

10 -19 Sweden 

20 -39 Peru, United States of America 
Over 40 


Israel (75) 


a 7 a E a E 


Most countries showed increases over the 
10 years of up to three- or fourfold. 

The respondent from Ireland gave a fig- 
ure of 128 per one million population for 
trained nurses and untrained aides to- 
gether; the Union of Soviet Socialist Re- 
publics had a level of 175 for “medium 
grade medical personnel;” and the corre- 
spondent from the United Kingdom gave 
figures for total nursing staff employed in 


all national health service mental and men- 
tal deficiency hospitals (levels of 690 for 
full-time and 210 for part-time nurses). 

As could be expected, countries with high 
levels of psychiatric facilities have greater 
numbers of nursing staff. Only relatively 
small increases in numbers of both trained 
and untrained nurses appear to have oC 
curred over the last decade in countries 
with low staffing levels. 


TABLE 6 


Numbers of trained psychiatric nurses per one million population, 
1959, or most recent year 
a ie - 


Psychiatric 
nurses 


0.1- 0.9 

I - 4 

5 — 49 
50 — 99 
100 -299 


Country 
Colombia, El Salvador, Guatemala, Pakistan 
Costa Rica, China (Taiwan), Thailand 
Israel, Lebanon, United States of America 
Japan (not all trained), Peru, Portugal 


Austria, Canada, Finland, Sweden, Union of South Africa, Union 


of Soviet Socialist Republics (medium grade) 


300 -699 
700 -899 
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United Kingdom (in hospitals), Scotland (training finished) 
Scotland (including students), Switzerland 
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TABLE 7 


Numbers of psychiatric attendants and practical nurses (male and 
female) per one million population, 1959, or most recent year 


100-299 Israel (trained practical), Lebanon, Union of South Africa 
300-499 Canada, Scotland 
500-699 Finland, United States of America 

over 700 Sweden (1,420) 


Number of patients in institutions per staff In Ireland the comparable figure is 5.4 
member: for Tables 10 and 11 together, in public 


In the Uni ey a hospitals, and in Israel 3.3 in government 
pd States of Ae hospitals for both, mainly Table 11. In 


Public mental hospitals, 408 patients were Germany the figure for all nursing person- | 

“trusted to one psychiatrist or clinic di- pel (Pflegekräfte) is 3.3 in West Berlin, and 

ctor, 185 to one psychiatrist, clinical di- his ratio is strived for elsewhere. 

ctor or staff physician. For the United Most countries have shown a considerable 
ngdom the number is stated to be diminution in numbers of patients en- 

Vatiable according to type of patient. trusted to one staff member over the decade. 


TABLE 8 


Total numbers of trained and untrained nurses and attendants 
per one million population, 1959, or most recent year 


Attendants and 
practial nurses Country 
5 9 Pakistan 
10- 49 Colombia, Egypt, Portugal, Switzerland, Thailand 
50- 99 Austria, Costa Rica, Japan 
` 


Nurses 
nd attendants Country 
Sa WD El Salvador, Guatemala, Pakistan, China (Taiwan), Thailand 
ie 99 Colombia, Costa Rica, Egypt, Germany, Peru, Portugal 
‘oe 499 Austria, Japan, Lebanon, Union of South Africa, Union of Soviet 
Socialist Republics 
lly 999 Canada, England and Wales, Finland, Switzerland, United States 
of America 
1000 ~ 
“hg 1,500 Ireland, Scotland 
over 1,500 Sweden (1,528) 
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TABLE 9 


Number of patients entrusted in institutions to one psychiatrist, 
1959, or most recent year 


Patients Country 
200-249 Finland, Guatemala, Honduras, Ireland, New Zealand 
150-199 El Salvador 
100-149 Austria, Costa Rica, Egypt, Alberta, Manitoba, Saskatchewan 
(Canada), Scotland (one area) 
50- 99 British Columbia (Canada), Colombia, Peru, Portugal, Sweden, 
Switzerland, China (Taiwan), Thailand 
20- 49 Israel, Japan, Union of Soviet Socialist Republics 
TABLE 10 


Number of patients entrusted in institutions to one psychiatric nurse, 
1959, or most recent year 


Patients Country 
over 100 Costa Rica (550), Guatemala (500), El Salvador (200), Honduras 
(250) 
50- 99 Manitoba (Canada), Colombia, Pakistan, Thailand, United States 
of America 
10- 49 Austria, Alberta, British Columbia (Canada), Israel (one hospital), 
Peru, Portugal, China (T. ‘aiwan) 
+ 9 


Finland, Japan, Saskatchewan (Canada), Switzerland, Union of 
Soviet Socialist Republics 


ee TE DS 


TABLE 11 


Number of patients entrusted in institutions to one psychiatric 
attendant or practical nurse, 1959, or most recent year 


a s 


Patients Country 
50-99 Costa Rica, Guatemala 
10-49 Colombia, El Salvador, Honduras, Japan, Portugal 
3-9 


Iran, Pakistan, Egypt, Saskatchewan (Canada), Thailand, United 
_ States of America, Union of Soviet Socialist Republics 
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x 
: 
x 
x 


Psychiatrists’ work in public institutions 


‘and private practice: 


In a number of the countries, 80 per 
cent or more of the psychiatrists are stated 
to work in public institutions. This is true 
of most of Canada, England and Wales, 
Finland, Ireland, Israel, Japan, New Zea- 
land, Pakistan, Egypt, Scotland, China, 
(Taiwan), and the Union of Soviet Socialist 
Republics. 

In several cases it is mentioned that these 
Psychiatrists also see private patients. For 
instance, in the Union of Soviet Socialist 
Republics “some psychiatrists in addition 
to their work in state medical establish- 
ments also receive patients on a private 
basis, but the size of such private practice 
15 negligible.” 

In Finland most of the psychiatrists in 
public institutions also run private prac- 
tice: very few have full-time private prac- 
tice, 

The report from Israel states: “Apart 
from psychoanalysts there are only a few 
Psychiatrists in the country who do private 
Practice only, but there are a number of 
hospital doctors who devote some hours per 
Week to private psychotherapy or to con- 
Sultative practice.” 
ag lower percentage of psychi- 
hata ork in public institutions in the 
ay ee counties: Switzerland, 70 per 

u anon, about 60 per cent; Austria, 
.. pp (08 which one-third are in 
countries pate Practice). From. some 
oa bj a was see on the 
public ie. Psychiatrists time spent in 

a Ser as follows: Costa Rica, 
Portugal - of time; Guatemala and 

In TA pe: cent. i 

` Tasa < oe (Canada), Colombia, 
siderably a ru, ran and Thailand, con- 

oni time is devoted to private 
c practice. This is true also 
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for registered psychiatrists in the Union 
of South Africa, 

The report from the United States of 
America states that “according to the Amer- 
ican Psychiatric Association, based on a 
study of a 10 per cent sample of their mem- 
bership, two-thirds treat private patients, 
but only 15 per cent are solely in private 
practice; about 16 per cent are in hospitals 
only.” 

In Germany, 64 per cent of psychiatrists 
are solely in private practice and 6 per cent 
have both hospital and private work. 


Availability of personnel: 


About three-quarters of the respondents 
point to shortages of all the categories of 
personnel mentioned and several refer to 
shortages of all but general practitioners. 
An indication of the extent of such short- 
ages is given in the tables. 

The greatest difficulty in connection with 
general practitioners seems to be uneven- 
ness of distribution—physicians tending to 
prefer working in urban areas. This is a 
frequently mentioned difficulty also with 
regard to psychiatrists. (In the United States 
of America, for instance, “there is an aver- 
age of one psychiatrist per 12,200 people 
in the 10 most urban states, and an average 
of one psychiatrist per 43,800 people in 
the 10 most rural states.”) 

The shortage of this category is men- 
tioned in all the responses, even from coun- 
tries having the highest ratios of psychi- 
atrists to population. A number of reasons 
for such shortages are put forward, such as 
the lack of interest in psychiatric specializa- 
tion, the lack or poor quality of psychiatric 
courses in medical schools, the lack of psy- 
chiatric training facilities—including per- 
sonnel—the difficulty, linked to the above 
reasons, of getting suitable candidates, who 
are also deterred in some cases by the pros- 
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pects of low status, unattractive working 
conditions and low salaries. 

The Swedish report mentions that new 
services and specialized facilities have come 
too rapidly to be adequately staffed with 
available personnel. 

It would appear from the report from the 
Union of Soviet Socialist Republics that 
shortages of personnel in that country are 
not felt to be acute: psychiatry is included 
in the list of “harmful” occupations and 
consequently “all psychiatric personnel en- 
joy a shorter working day (six hours), longer 
holidays (one month), are given 15 per cent 
and 30 per cent additions to the general 
medical salaries, and enjoy certain other 
privileges.” 

The first report of the WHO Expert 
Committee on Mental Health (15) suggests 
that “in order to provide satisfactory treat- 
ment for all cases of psychological disorder 
--. it is necessary for a community to have 
ie psychia trist per 20,000 of the popula- 

This would mean 50 per one million 
population, and Table 2 shows that four of 
the responding countries reach or approach 
this figure; five have something like a quar- 
ter to a half of this requirement, and the 
others fall far behind. Even a high figure 
does not necessarily mean that a country is 
approaching requirements, because of the 
possibility of maldistribution. 

Linked to this is the question of how 
the psychiatrist's time is used and, as al- 
ready indicated above, in some of the coun- 
tries with a comparatively low complement 
of psychiatrists, considerably more time is 
devoted to private practice than to work in 
public institutions. 

In the face of shortage of psychiatrists it 
is encouraging to note the increase in num- 
bers of physicians in countries with low 
staffing levels. In such countries it looks 
as though the future of mental health en- 
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deavor can be greatly strengthened by e 
pansion of the mental health and psychi 
atric content of the training for the general 
practitioner, as has been done, for example, 
in Taiwan. 

Table 5 shows that a number of countries 
are employing at least some psychiatric s% 
cial workers. In Peru, with a relatively low 
proportion of psychiatrists to population, 
there are stated to be 714 times as many 
psychiatric social workers as psychiatrists. 

Many countries stressed dire shortages 
of trained psychiatric nursing personnel. 
Table 6 shows the enormous differences in 
availability between countries; it should be 
remembered however, that in some coum 
tries even the “practical” psychiatric nurses 
are receiving some training. According to 
Table 10, institutions may be well-provided 
with such trained staff—even in countries 
with relatively few psychiatric nurses, eg. 
in Taiwan and Peru—since, of course, the 
proportion of institutional beds to popula 
tion is low. 

This suggests that a high proportion of 
patients is without care or being cared for 
at home: perhaps the results are no worse 
either for patients or population than care 
in poorly staffed institutions. 

As regards the small increases in numbers 
of trained psychiatric nurses in countrie 
most lacking in such staff, it should be 
borne in mind that additions even of 1-10 
in countries having none 10 years ago may 
have a catalytic effect if such nurses have 
been trained to pass on their knowledge. 
Training facilities: 

The number of medical schools has 1 
creased by one to four during the last 
decade in several countries: Colombia, Fin" 
land, Sweden, Yugoslavia, Canada, Pero, 
Iran, Thailand, China, (Taiwan) and bs | 
Union of South Africa. In the Uni 
States of America seven were added. In 
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TABLE 12 


Numbers of medical schools in various countries, 
1959, or most recent year 


Country 

Costa Rica (to be opened), El Salvador, Guatemala, Honduras, 
Israel, New Zealand 

Austria, Chile, China (Taiwan), Colombia, Egypt, Finland, Iran, 
Ireland, Lebanon, Pakistan, Peru, Portugal, Scotland, Sweden, 
Switzerland, Thailand, Union of South Africa, Yugoslavia 

Canada, Germany 

3 England and Wales 

er 40 Japan (46), Union of Soviet Socialist Republics (80), United States 

of America (85) 


than half the responding countries 
Was no increase. 

e figures show an increase of about 
cent over the decade in: Austria, 


50 per cent of those 10 years earlier, when 
physicians were training in temporary war- 
time courses. Figures for Sweden and for 
England and Wales showed a slight decline 


a, Peru, Sweden, United States of over the decade. 


; they have approximately doubled 
a, Finland, Guatemala and the 
of South Africa; they show a three- 

ld increase in Iran and Thailand. 
apan the figures in 1959 were only 


Chairs of psychiatry. Nearly all the re- 
porting countries show the same number of 
chairs of psychiatry as medical schools. For 
the United States of America it is stated 
$ 
TABLE 13 


“Numbers of physicians, passing final examinations in 1959, or 
most recent year, per one million population 


Country 
El Salvador, Guatemala, Honduras, Thailand 
Colombia, Costa Rica 
Brazil, Iran, Peru, China (T ‘aiwan), 


Austria, England and Wales, Finland, Israel, Japan, Lebanon, 
Sweden, United States of America 


Union of South Africa 


New Zealand, Switzerland 
Canada, Ireland 
Scotland (88), USSR (116) 
177 


| 


TABLE 15 


Numbers of general nurses bassing final examinations in 1959, 
or most recent year, per one million population 


TABLE 14 
Numbers of nursing schools in various countries, 
1959, or most recent year 
To o ` Sa ee. S 
hood Country 
- 9 Chile, Colombia, Costa Rica, El Salvador, Guatemala, Honduras, 
Iran, Israel (psychiatric practical nurses), Lebanon, Portugal, 
China (Taiwan), Thailand 
10- 19 Peru, New Zealand 
D9 Austria, Egypt, Finland, Sweden, Switzerland 
»- 9 Ireland, Scotland, Union of South Africa 
e 100 Canada (188), Japan (748), United States of America (1,164, of 
which 210 are collegiate) 
«t = 
h t there are 85 departments of psychiatry: where there is also a chair for “psychology 
Simei at ace c not indicated. with special reference to psychiatry” (im 
E and Wales there are four cluded in Table 17). 
hairs of psychiatry, three chairs of “psy- 

Loy medicine” and one of “mental Chairs of medical psychology. Only a few 
hea The list includes the postgraduate countries have chairs of medical psychology- 
hair in the Institute of Psychiatry, London, Chile, Guatemala, Peru, El Salvador are 

Í 


General 
nurses Country 
ah Brazil, Colombia, Honduras, Iran 

10- 49 Costa Rica, El Salvador, Guatemala, Peru, Thailand 

50- 99 Lebanon 

Neat E Austria, Israel, Switzerland 

150-199 Ireland, Sweden 
200-249 Finland, Japan 
oe England and Wales, Scotland | 
300-349 Canada | 


Ree er alee ie) l U 
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Canada 


Switzerland 
Ireland (96) 


one each; in Colombia there 
in Ireland and Portugal reference 
to courses but not to a chair. 
the last decade the number of such 
as increased by about one-fifth in 
ntries, doubled in some, and in- 
eightfold in Japan. 
figures show an increase of about 
per cent over the decade in Can- 
land and Wales, Finland and Scot- 
"y have approximately doubled in 
LEl Salvador, Peru and Thailand, 
d in Japan. 
the data given, the figures appear 
lecreased to 50 per cent over the 


Peru 


Canada, Germany 
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of psychiatric nurses passing final examinations in 1959, 
or most recent year, per one million population 


Country 


Finland, Israel (fully qual), Lebanon, Peru 


England and Wales, Israel (practical PN’s) Scotland 


decade in England and Wales. In Peru 
there are now 20 such nurses compared with 
none a decade ago. The figures have more 
than doubled in Scotland. 

The greatest differences over the decade 
have been in the creation of chairs where 
none existed before, and the tripling of the 
number in Peru. 

Psychiatric facilities I s 
Number of beds: 
Complete psychiatric hospitals. An esti- 


mate was made of the number of beds 
officially approved for 1959 (or the nearest 


TABLE 17 


Numbers of chairs of general and clinical psychology, 
1959, or most recent year 


Country 


‘Austria, Colombia, Egypt, El Salvador, Finland, Guatemala, 
Honduras, Ireland, Israel, Lebanon, New Zealand, Scotland, 
‘Thailand, Union of South Africa, Yugoslavia 


Japan (about 300), United States of America (175 departments) 
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TABLE 18 


Number of beds in complete psychiatric hospitals per 100,000 
population, 1959, or most recent year 


Number 
of beds Country 
2- 49 Colombia, Guatemala, Honduras, Iran, Pakistan, Peru, China 
(Taiwan), Thailand, Yugoslavia 
50- 99 Brazil, Costa Rica, Japan, Portugal, USSR 
100-149 — 
150-199 Austria, France, Germany, Israel 
200-249 — 
250-299 — 
300-349 Australia, Canada, Finland, Switzerland, United States 
350-399 United Kingdom 
400-449 Sweden 
over 450 Ireland, New Zealand 


ec eee Mee oe. 


recent year for which figures were available) 
using the United Nations mid-1958 esti- 
mates for the population figures, 

In some cases there was no Separate fig- 
ure for numbers of beds approved, so that 
for beds occupied was used. Since the re- 
sulting figures were inevitably not directly 
comparable, a broad grouping of bed capac- 


ity has been used to give a rough compari- 
son between countries. 

It will be seen from the above tables that 
several countries with fewer than 100 beds 
in complete psychiatric hospitals per 100; 
000 population have increased the number 
by over 100 per cent in the last 10 years. In 
most of the countries with more than 300 


TABLE 19 


Percentage increase in numbers of beds in complete 
psychiatric hospitals, 1949-1959, or nearest years 


P. 


er cent 
increase 


0- 49 


Country 


Australia, Austria, Canada, Germany, Guatemala, Iran, Ireland, 


New Zealand, Pakistan, Peru, Portugal, Sweden, Switzerland, 
Thailand, United Kingdom, United States of America 


50- 99 
100-149 


over 150 


180 


Finland, Costa Rica 


Brazil, Colombia, Israel, USSR, Yugoslavia (?) 
Honduras, Japan, China (Taiwan) 


Kingdom 


100,000 population there have 
than 20 per cent increases. 
figures for both approved and oc- 
were given, the percentage oc- 
was estimated. 

figures indicate that overcrowding 
problem in many countries. 


wards in general hospitals. It 
for several countries that there 
No psychiatric wards in general hos- 
Countries having such beds fell in 
ing categories. 
in numbers of such beds over 
last 10 years were 50 to 130 per cent for 
of these countries, although Canada 
an increase of over 300 per cent and 
a decrease of about 35 per cent. 
about 100 per cent of the number 
d were occupied. 


Honduras 
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TABLE 20 


entage occupancy of approved beds in complete psychiatric 
hospitals, 1959, or most recent year 


Country 


Austria, Israel, Japan, Portugal, Sweden, Switzerland, United 


Canada, Costa Rica, Pakistan, Peru, Thailand 
Brazil, Colombia, Union of South Africa 


Places or beds in other psychiatric hospitals 
or facilities. Many of the reports stated that 
there were no beds or places in several of 
the facilities mentioned below. 

Day hospitals. Of the countries where 
there were places in day hospitals, Canada, 
Portugal and China (Taiwan) showed less 
than one place per 100,000 population; the 
United Kingdom, 2.5 and the USSR, 3. In 
both France and Ireland 2 such hospitals 
are being planned, and the United States of 
America has 76. 

Night hospitals. Very little data were 
given on such hospitals. Fewer than 0.1 
beds per 100,000 population were reported 
from Canada and Portugal. No figures were 
available from the United Kingdom. Fifty 
three such hospitals were reported from the 
USA. 


TABLE 21 


Number of beds in psychiatric wards of general hospitals 
i per 100,000 population, 1959, or most recent year 


Country 


Austria, Israel, New Zealand, Peru, Portugal 
Canada, United States of America, Yugoslavia 


Japan, Sweden, United Kingdom 
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In Israel, some of the patients in most 
hospitals are sent back to work by day and 
return to the hospital at night. The same 
is often true in rehabilitation institutions. 


Working villages. Correspondents from 
Portugal and the USSR report about 8 
places per 100,000 population in such vil- 
lages. There are 29 places per 100,000 pop- 
ulation in Israel; Brazil has eight working 
villages. 

Such villages are attached to psychiatric 
hospitals in Switzerland and no separate 
Statistics are available. 


Half-way houses or sheltered workshops. 
Such establishments exist in all psychiatric 
hospitals and clinics in the USSR. There 
are about 64 such facilities in the United 
States of America and one in Brazil. Israel 
has about 17 places in rehabilitation institu- 
tions, and 0.5 in half-way houses per 100,- 
000, Canada about 0.4 places and Australia 
0.3. There is at least one half-way house in 
France and a certain number in the United 
Kingdom. 


Private psychiatric hospitals. The num- 
bers of beds reported per 100,000 popula- 
tion in private psychiatric hospitals are 
roughly: 0—Honduras, USSR; 0.1 to 2— 
Brazil, Canada; Costa Rica, Finland, Guate- 
mala, Peru, Portugal, China (Taiwan); 8 
to 20—Iran, Japan, United Kingdom, 
United States of America; 35—Ireland; 75 
—Israel; 100—Lebanon. 


Comment on total number of beds and 
places in psychiatric facilities: 


The above estimates indicate that coun- 
tries having few beds in complete psychi- 
atric hospitals have few or no places for 
psychiatric patients in the facilities already 
mentioned. Provisions in Outpatient clin- 
ics are considered separately. 
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Means of admission to psychiatric estab. 
lishments: 


Entry to psychiatric establishments in the 
most recent year for which statistics were 
available was reported to be on a voluntary 
basis for 75 to 100 per cent of patients for 
the following countries: Japan, China 
(Taiwan), United Kingdom, Serbia (Yugo- 
slavia). Approximately the same percent- 
age applied also for short-stay hospitals in 
Canada. 

The percentage of voluntary admissions 
was 45 to 60 per cent for Ireland, Portugal, 


Sweden, and New Zealand. Statistics from ` 


10 states in the United States of America 
showed that 25 per cent of first admissions 
entered voluntarily. 

Admission by administrative or court 
order still seems to apply to about 50 per 
cent of patients in Austria, Ireland, Guate- 
mala, Sweden and New Zealand and 95 per 
cent in Egypt. In the USSR admission de- 
pends on medical decision. 


Average duration of stay of patients dis- 
charged from psychiatric hospitals: 


As pointed out in a reply from the United 
Kingdom: “it would be better to know the 
average duration of stay of (1) the percent- 
age that stay for less than one year; (2) the 
percentage that stay for more than one year 
since “nearly 90 per cent of those discharged 
are discharged within one year.” ; 

For Scotland a table is given showing 
median duration of stay of patients dis- 
charged from mental hospitals during 1958, 
broken down according to sex, admission 
category, and duration of stay. For certi- 
fied patients staying less than a year, the 
median stay was about 13 weeks, and for 
voluntary patients, about six weeks. For all 
durations of stay the comparable figures 
were about 23 weeks and 7 weeks. 
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‘for the United States of America “length 
stay for patients discharged from psychi- 
ic hospitals are not collected nationally. 

reason is that discharge represents a 
or administrative act, and, as such, 

ies from state to state. Thus a patient 

y be carried ‘on the books’ of a hospital 

ile on convalescent care for periods rang- 

from 3 months to 3 years or more while 
iting discharge . . . we, at the NIMH, 
ve been trying to get the states to collect 
meaningful movement data as well as 
todo cohort analyses of admissions to deter- 
mine probabilities of release within defined 

} iods of time following admission accord- 

Mg to specified definitions.” 3 

_+++ “In addition . . . definitions may vary 

tegarding first admissions, readmissions, 

tnd whether the duration of stay is for the 

Arent admission or total time in mental 

hospitals.” Median length of stay varied 

ftom 57 to 126 days in eight states for first 


Admissions in 1953 and 57 to 141 days for 
Teadmissions, 


In France the average length of stay was 
í days in 1958 (averages of 82-349 days 
at the different départements”). These 
as were obtained by dividing the 
E of days of hospitalization by the 
= er of patients treated in the year (i.e. 
Sai in the hospital on January 1 plus those 

itted during the year). 
fom other countries average durations 
i of 30 to 763 days are reported. 

Bi, peared with 10 years ago, such du- 
Bout appear to have been shortened by 
I one third or more. 


Of gi 


Average cost of hospitalization: 
© Cost per patient per day in psychi- 
k la was computed as a fraction of 
patient in general hospitals. 
this upaya from which reports on 
liar had been received, one showed 
Toughly three-quarters for psychi- 


atric 
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atric patients, 7 showed costs of roughly one 
half, and 11, of roughly one quarter. As 
stated in the reply from the United King- 
dom, the cost per patient in psychiatric 
hospitals is much lower than for those in 
general hospitals because of the large num- 
ber of chronic patients in the former. 

“It should be remembered that although 
mental disorder needs between 40 per cent 
and 50 per cent of all bed accommodation, 
it only deals with 3 per cent of the admis- 
sions to hospital.” 


Facilities for occupational therapy and fos- 
ter family care: 


Occupational therapy. Facilities for occu- 
pational therapy existed in a number of 
countries 10 years ago. Most of those an- 
swering the inquiry state that such facilities 
have been very much extended. 

In Austria, for instance, occupational 
therapy is now carried on in seven psychi- 
atric hospitals as compared with two a 
decade ago, and in Lebanon in five as com- 
pared with one formerly. 

In several countries there is an increase in 
provisions for training and in numbers of 
qualified occupational therapists. In Aus- 
tralia a training school was set up just over 
10 years ago and has now produced teams 
of trained therapists for the new occupa- 
tional therapy buildings erected in all the 
psychiatric hospitals controlled by the state. 

In Switzerland there are such depart- 
ments run by trained therapists in almost 
all psychiatric institutions. The number of 
trained occupational therapists in Mani- 
toba, Canada, is now 33 as compared with 6 
a decade ago. 

In some areas nurses direct the therapy; a 
six-month training has been provided for 


oo tgerDCcpve———T--M 


3 Bahn, A. K. and V. B. Norman, “First National 
Report on Patients of Mental Health Clinics,” Pub- 
lic Health Reports, 74(1959), 943. 
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them in Ireland. In other cases nurses work 
on the program under the direction of 
trained staff. 

According to a 1956 survey in Japan, 96.7 
per cent of psychiatric hospitals provided 
farms or grounds for occupational therapy 
and 60 per cent provided rooms. The 
United Kingdom reply states that “at the 
present time one would expect to find 80 
per cent of the patients occupied in some 
way and 100 per cent with adequate recre- 
ational z 

In Scotland “there are well-organized and 
comprehensive occupational therapy depart- 
ments in almost all the mental hospitals un- 
der the administration, in most cases, of 
one or more occupational therapists. . . . In 

1959 there were approximately 67 full-time 
qualified occupational therapists working in 
mental hospitals.” 


mental hospital. In many mental hospitals 
a considerable number of patients go out to 
work daily, receiving remuneration for their 
work, and in other hospitals patients are 
nre in contract work within the hos- 
pi an industrial or commercial if 
(Scotland). In Finland, the besos 
value of occupational therapy has “become 
even better understood and appreciated.” 

In Israel “there has been a shift from 
occupational therapy to ‘work’ therapy 
proper . . . most emphasized in the work 
villages and rehabilitation institutions, but 
general psychiatric hospitals also stress the 
importance of real work for the patients, 
+ . + Occupational therapy, work therapy 
and leisure programs are supervised, in most 
hospitals, by special therapists who have 
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received special training for a period of 
three years, by practical therapists of one 
year’s training and by instructors who may 
be anything from a carpenter to a sports 
instructor or an artist giving drawing les 
sons.” About 90 such therapists are em- 
ployed, about 25 being fully trained. 

From Taiwan it is reported that there 
were some forms of agricultural activity 10 
years ago, whereas now there is occupè 
tional therapy with full-time therapists. In 
Thailand there are now “more facilities 
with means of therapeutic procedures and 
social rehabilitation.” 


Foster family care. Only about half the 
replies report on foster family care. In 
countries such care is stated to be used ona 
very small scale. Austria has about 3,000 
foster-home places, slightly fewer than 10 
years ago, but is experimenting with 14 
“big foster families” (nine children in each 
family). In Finland 10 hospitals place pa 
tients in private homes, compared with one 
hospital 10 years ago, the number placed 
being about 900. 

In Germany arrangements for fostet 
family care of mental hospital patients are 
made in co-operation with local health and 
social welfare departments. In Israel such 
care is difficult to arrange for adults, owing 
to housing difficulties, but subnormal and 
emotionally disturbed children are often 
accepted. A modest payment is made and 
the care is supervised. Foster family care 
is widely used in the United Kingdom for 
subnormals, there being 80,000 such persons 
living in the community under some form 
of supervision. 

As reported from Scotland, “for almost 
100 years, great emphasis has been place 
on the value of community care for the 
mentally defective, and, to a lesser extent, 
mentally ill patients. The system is know? 
in Scotland as “boarding-out” and at the 
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58 there were 2,533 mentally de- 
d 292 mentally ill patients under 
fy supervision in the community. 
bximately 25 per cent of these patients 

ader the care of unrelated guardians, 
ple, in farms or crofts in country 


° number of patients on family care 
jublic mental hospitals in the United 
America has about tripled in the 
, the number being about 8,000 


ospitals: 

s to this question indicate that 
been a general trend towards in- 
use or at least acceptance of the 
” principle in the last 10 years. 
eden, for instance, there are now 
50 per cent open wards as compared 
10 per cent a decade ago; in Egypt 50 
of sections follow the open-door sys- 
n there 10 years ago; in some 
Canada psychiatric hospitals are 
per cent open, whereas there were 
wards in 1950; most of the larger 
public) psychiatric hospitals in 
some open-door wards in 1950; 
50 per cent of the total 400 psy- 
hospitals have some open wards 
ee or four are stated to have the 
pen-door system. 

“more and more doors have been 
in all government institutions, 
itals following more cautiously.” 
elbourne (Australia) Receiving 
acute and troublesome “tempo- 
sions,” for at least four years, 
closed wards. 

le pioneer completely open-door 
Melrose, Scotland, the principle 
ended widely and now about 80 
mental hospital wards are open. 
er of open wards in the United 
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Kingdom has about trebled over the last 
decade, so that about two-thirds were un- 
locked in 1957. 

Some countries starting up new services 
are using this system. In one hospital in 
Ruanda Urundi, for instance, where mere 
incarceration for mental patients was the 
rule 10 years ago, a completely open-door 
regime is now practiced. In Taiwan one 
newly established mental hospital is con- 
structed and run on an “open-door” basis 
unknown in institutions in that area 10 
years ago. 

The “open-door” policy has been widely 
accepted in some countries for more than a 
decade: in Thailand, for instance, the prin- 
ciple is said to apply throughout, now as 10 
years ago. In the USSR “by the open-door 
principle we understand mainly a regime 
under which the patients are free to move 
inside the establishment and in the area 
around the hospital in which there are no 
closed door isolation blocks.” 

Some countries, however, seem to make 
little or no use of the “open-door” system; 
as for instance, Germany, where “the ma- 
jority of mental patients are treated as 
previously in closed departments, in so far 
as any clinic or institutional care is neces- 


sary.” 
Outpatient services: 


Psychiatric outpatient departments 


From the data received for most coun- 
tries it is not possible to ascertain whether 
the numbers of clinics given include those 
run by psychiatric hospitals. Figures for 
Switzerland include five psychiatric poly- 
clinics and 20 psychiatric hospitals with 
polyclinic consultations. Those for the 
USSR include psychoneurological clinics 
and psychoneurological sections in polyclin- 
ics but exclude consultation services and 
outpatient treatment by psychiatric hospi- 
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TABLE 22 


Numbers of psychiatric out-patient clinics reported per one million 
population, 1959, or most recent year 


Number Country 
0.01-0.4 Brazil, Colombia, Egypt, Pakistan, China (Taiwan), Thailand 
0.5 -0.9 El Salvador, Peru, Union of South Africa 
1.0 -1.9 Austria, Costa Rica, Guatemala, Honduras 
2.0 4.9 Canada, Finland, Israel, Lebanon, Portugal, Switzerland 
5.0 -9.9 England and Wales, Scotland, USA, USSR 
more than 10 France, Ireland, Japan 


tals. In the United States’ reply definitions 
of psychiatric outpatient departments are 
given for 1950 and 1959: for the latter year 
they are defined as “mental health clinics 
with outpatient services and a psychiatrist 
in attendance at regularly scheduled hours 
who takes the medical responsibility for all 
clinic patients.” 

All the countries from which such clinics 
were reported show an increase in numbers 
of units over the last decade, several by 50 
to 200 per cent. Finland now has 13 com- 
pared with one a decade ago. In three coun- 
tries there are one or two clinics, while 
there were none ten years ago. 

The numbers of first consultations per 
year per 100,000 population varied from 24 
(Union of South Africa) to 520 (Japan) for 
the most recent year, and increases of 14 to 
200 per cent were shown compared with 10 
years ago. 

Numbers of total consultations per 100,- 
000 population for the most recent year 
varied from 125 (Union of South Africa) to 
2,030 (Japan), increases over the last 10 
years ranging from 10 to 200 per cent. 

It would appear that shortage of other 
provisions for psychiatric care in certain 
countries is not counteracted by widespread 
outpatient services. 
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Child guidance and parent education 
centers. Reports from several countries in- 
dicated the lack of such centers. Figures 
were not available in some cases for the 
number of first and/or total consultations 
per year. Where data were available, the 
total numbers of consultations per 100,000 
population for the most recent year were 
estimated as follows: 

5— 10 consultations: China (Taiwan), Thailand 

50-100 consultations: Costa Rica, Peru, Union 

of South Africa 

150-200 consultations: Austria, Ireland 

310 consultations: United Kingdom 


Data for the following two countries pro 
vided estimates only for first consultations 
per 100,000 population: Finland—150; 
Japan—230. 

The following countries gave no consulta- 
tion figures but reported on numbers of 
units: Canada—31; Germany—‘more than 
100 educational guidance units;” Cuai 
mala—l; Israel—12; Pakistan—2; Switzer- 
land—77. : 

For the USSR it is stated that “with 
regard to examination and guidance for 
children, one pediatrician-psychoneurol” 
gist in a medical district provides service 
for 4,000 healthy children.” In France 
nearly half the total number of individua 
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consultations in psychiatric outpatient clin- 
ic in 1958 were given to children. 


` Student mental health services. Mental 
health services specifically for students do 
not appear to be widespread. Japan reports 
that such services exist at about 60 uni- 
yersities or colleges, the number for high 
sthool students being unknown. 

In the United Kingdom “all universites, 
except Oxford, where medical services are 
linked with the colleges, have student health 
savices. Usually, one of the two or three 
student medical officers takes a special in- 
rest in the psychiatric aspects.” Four 
units for university students were reported 
fom Finland and one each from Canada, 
Costa Rica, Peru, Lebanon, China (Tai- 
Wan) and the Union of South Africa. 


Ambulatory mental health services. 
There were few responses to this question. 
h Saskatchewan “10 years ago only the 
two largest cities had full-time mental 
health clinics; mobile or part-time clinics 
Wsited three smaller centers each month. 
ise three centers and one other now have 
lulltime clinics, and part-time clinics have 
been Opened in 15 centers which had no 
“ice at all 10 years ago.” 

a Alberta there are 40 part-time clinics 
| ia traveling basis, A service of domicil- 
| ty consultation available in all areas for 
Bychiatric patients is mentioned in the 
| eply from Scotland. 


Sbecial facilities: 


Chi ; UEP 
Boe with psychiatric diseases and be- 
aH disorders. Most of the respondents 
Ra, facilities for children, in special 
I . of psychiatric hospitals, in 
dinics, units and/or in separate outpatient 
A vari W 
ve nel of facilities exist in Finland: 
Psychiatric departments (76 beds); one 
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for adolescents (30 beds); two psychothera- 
peutic homes (30 beds); one hospital-type 
institution (90 beds) for the examination 
and treatment of certain groups of children 
(e.g. neurological cases); a child psychiatric 
team for consultation in connection with 
the university clinic; four outpatient clinics, 
two special kindergartens and four special 
classes for children with cerebral palsy; one 
kindergarten for emotionally disturbed chil- 
dren; about 30 special classes for malad- 
justed children. 

Apart from child guidance clinics for 
emotionally disturbed children, Israel has 
two wards of 25 and 45 beds for psychotic 
and otherwise severely disturbed children, 
four special schools for the emotionally dis- 
turbed, and five schools for neglected chil- 
dren. From Sweden 44 outpatient and 13 
inpatient clinics (total 200 beds) are re- 
ported. 

In the United Kingdom there are 10 
units (20 to 60 beds) for children, two (32 
and 54 beds) for adolescents and 14 units 
under consideration. Scotland has about 
100 beds for children in 4 inpatient depart- 
ments. 

Data from the United States of America 
show 98 residential treatment centers for 
disturbed children, about a third of which 
are public; and of the 1,205 outpatient psy- 
chiatric clinics reporting in 1954-55, about 
a third served children only and nearly 
two-thirds served children and adults. 

A comparison of available services be- 
tween countries is not possible owing to 
lack of detailed data and to the fact that 
it is not always possible to decide whether 
the services mentioned include or exclude 
those mentioned elsewhere in the inquiry. 


Mentally deficient children and adults. A 
few respondents state that in their countries 
the subnormal are cared for in psychiatric 
hospitals with other patients. Many others 
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per cent, in the mental hospital: 6 per cone 
and in the mental deficiency hospitah Y? 
per cent.” 

In Saskatchewan, Canada, epileptics as 
tied by practicing doctors are treated Ë 
mental hospitals and usually discharged 
when medication is stabilized, unlew there 
b a continuing mental illness. 

Treatment is given in pediatric hospital 
in Finland. A voluntary body providing 
employment for epileptics who would pet 
otherwise be employable on the open labor 
market is mentioned in the Union of South 
Africa report; cases are referred from the 
whole of the Union through the Depart 
ment of Labor. Less severe cascs are om 
ployed in sheltered employment factories 

An interesting new approach was recently 
made in France—a center for the examine 
tion and guidance of epileptic children is 

Every care is taken to keep the 
epileptic child in the family and the com 
munity, 


Alcoholics. Here again, several countries 
have no special facilities, treatment being 
provided in public and private mental hor 
pitals or through other health service fadh 
ities (eg. the United Kingdom). 

In other areas where alcoholism is 3 
serious problem, special outpatient service? 
have been developed; the numbers of such 
services in some of the reporting countries 
are: Switzerland—107; United States of 
America—60; Sweden—30; Austria—15; 
Finland—8; Union of South Africa—4. I 
France about three treatments per 100,000 
Population were given in 1958. 

In some countries one such center is me™ 
tioned. In Australia, for instance, where 

are no longer received in 
under order of the Inebriates Act, 
an outpatient inebriate and sociopathic 
center has just been opened. 


m on Alcoholism in Manitoba, 
now established a counseling 
center: this and the psychiatric 
closely with Alcoholics Anon- 
A There are stated to be 90 
MA. groups throughout South Africa. 
land, too, members of this associ- 
Ë sated to work where necessary in 
fon with mental hospital author- 
ie replies from El Salvador and 
fa also refer to A.A. groups. 
emt services for alcoholics are par- 
Widespread in Sweden, which has 
nursing homes with 2,000 
falcoholics. In Finland there are 
§ for alcoholics, one being a recep- 
frvation home under the direction 
fehiatrist, some of the others using 
fic consultation (total 515 beds). 
land has nine inpatient centers, 
Union of South Africa has nine 
nd one hospital established espe- 
N the treatment of alcoholics, with 
dations for 30 patients. 

one hospital (418 beds) for 
and drug addicts. 

d that in the United States of 

t state psychiatric hospitals 
dlics, and some are developing 
and are housing them as 
atemala has a sanatorium for 


Addicts. Few countries mention spe- 
ties for drug addicts. The problem 
being given much attention in 
"O countries. 
United States of America there are 
ic Health Service Hospitals (total 
‘4820 beds) for drug addicts at 
š federal prisoners and voluntary 
accepted. Apart from drug 
treatment program includes 
ind vocational rehabilitation and 
apy for a selected group. 
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The National Institute of Mental Health 
maintains an addiction research center at 
one of the hospitals. Except in New York 
City, special state or local mental health 
services for drug addicts are relatively rare, 

A research unit will be opened. in New 
York City, and the Department of Hospi- 
tals, as from January, 1959, accepted respon 
sibility for drug addicts who committed 
themselves voluntarily: a special hospital 
for inpatient and outpatient care of drug 
addicts under twenty-one years of age ex- 
ists in that city. A demonstration center is 
attempting to determine the feasibility of 
increased use of community agencies in the 
rehabilitation of addicts discharged from 
one of the hospitals. A special project pro- 
vides intensive case work and supervision 
for a group of drug addicts on parole. 

In Finland a government proposal in- 
cludes the care and treatment, according 
to social case work principles, of misusers 
of narcotics. “Contrary to earlier usage, 
this proposal aims at voluntariness in the 
care of the addicts . . . and at arousing their 
sense of responsibility and initiative as well 
as at the full utilization of medical treat- 
ment.” 

A Narcotic Addiction Foundation with 
limited treatment facilities has been estab- 
lished in British Columbia, Canada. Thai- 
land has a drug addiction center with 300 
beds and 20 beds in psychiatric hospitals. 
Iran has opened a special division under 
the direction of a medical officer in a gaol. 
Portugal has a special outpatient clinic. 


Psychopathic personalities. Patients with 
psychopathic personalities appear to be 
dealt with mainly along with other psychi- 
atric patients in mental hospitals. 

In the United Kingdom, if dangerous 
and aggressive, they go to the special state 
institutions, of which three are named. 

Legal provisions have been made for 
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such special institutions in Switzerland, but 
they have not been implemented. In Ru- 
anda Urundi a special service is stated to 
exist in one mental hospital. In Australia 
the outpatient inebriate and sociopathic 
center deals with such patients. 


Mentally ill delinquents. A few countries 
have psychiatric services within prisons for 
the care of mentally ill delinquents. Aus- 
tralia, for instance, has a psychiatric divi- 
sion in the main prison with about 70 beds 
and four psychiatrists, 

Finland has one prison mental hospital 
(100 beds) and criminal patients can also 
be placed in four mental hospitals (nearly 
500 such patients in 1958). Peru has a 
Special service in a mental hospital. The 
central prison in Israel has a ward for 42 
psychopathic prisoners. The head psychi- 
atrist also visits all other prisons and is a 
member of boards for the assessment of new 

prisoners and the preparation for rehabili- 

tation of those to be released. 
Portugal and Thailand have services run 
by the Ministry of Justice. In the United 
such patients are accommodated 
in the ordinary mental and mental defi- 
ciency hospitals unless so dangerous and 
aggressive as to need the special state insti- 

tutions, 

The Japanese report mentions 52 homes, 
49 classification centers, 58 reformatories 
and nine prisons for mentally ill delin- 
quents, but the extent of the psychiatric 
care is not stated. 

In the United States of America many 
such patients are cared for in the public 
mental hospitals, and there are 300 institu- 
tions for delinquent children (excluding 
detention homes). Such an institution is 
defined as “a specialized institution that 
provides care for delinquent children com- 
mitted to it by a court or for children re- 
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ferred to it by parents or social agencies 
because of delinquent behavior patterns.” 


Research institutions: 


In response to a request for information 
on research institutions for the study of 
mental health problems, several countries— 
e.g. Canada, England and Wales, Finland, 
Scotland, Taiwan and the USSR—referred 
to research carried out through Depart 
ments of Psychiatry in universities, fre 
quently in co-operation with medical 
schools. 

Mention was made of research units in 
mental hospitals in Australia, England and 
Wales and Scotland, and such units are 
known to exist in a number of other 
countries. 

Japan and the United States of America 
named their National Institute of Mental 
Health as the most important research and 
co-ordinatory body, the latter country hav- 
ing also many other institutes and founda- 
tions devoted to mental health research. 

Germany has its German Research Insti- 
tute for Psychiatry in Munich. Pakistan 
has an Institute of Mental Health which 
fosters some research. Thailand has three 
units carrying out research on specific | 
problems. 

In France psychiatric research comes un- 
der the aegis of the Centre National de 
Recherche Scientifique and the Institut Na- 
tional d’Hygiéne. 

Research is sponsored by the Medical 
Research Council in England and Wales 
and in Ireland. 

The USSR report enumerated Institutes 
of Psychiatry of the USSR Academy É 
Medical Sciences, of the Ministry of Health, 
and of Georgia; Psychoneurological Inst 
tutes in Leningrad (Bekhterev Institute), ` 
Kharkov and Odessa, and the Serbski Insti- 


Psychiatry. In the Union 
a, the National Institute for 


., N. E. Panton and A. Watt, “A District 
th Service, The Working Experiment,” 
y 4, 1958), 39-41. 


ng, K. H., Morbid Risk of Mental Dis- 
Average Danish Population (Copen- 
r Munksgaard Forlag, 1947). Also 
Causes of Mental Disorder (New York: 
r Fund, 1961), 33. 


E. M., “Application of Control 
Mental Illness,” American Journal of 
47(August, 1957), 944-52. 


u The Social Epidemiology of Mental 
lew York: Russell Sage Foundation, 


+ Current Concepts of Positive Mental 
York: Basic Books, Inc., 1958), Joint 
on Mental Illness and Health, Mono- 
o. 1. 


M y of Health and Welfare, Re- 
llatistical Survey of the Mentally Dis- 
1954 (Tokyo: Ministry of Health and 
Roneographed document. 


s “Further Neuropsychiatric Ob- 
| Nigeria, with Comments on the Need 
cal Study in Africa,” British Medi- 
December 10, 1960), 1,696. 


tes M. Pariente, A. Fernandez and 
“Une Réforme de l'Assistance Psy- 
e Service Médico-Social de Secteur,” 
spitalieres 14(December, 1958), No. 


V., Mental Hygiene in Public Health, 


Accomplishments in mental health work 


KRAPF AND MOSER 


Second Edition (New York: McGraw-Hill Book 
Co., Inc., 1955), 11. 


10. McKerracher, D. G., “Psychiatric Care in Transi- 
tion,” Mental Hygiene, 45(January, 1961), 8. 


11. Prince, R., “The Use of Rauwolfia for the 
Treatment of Psychoses by Nigerian Native Doc- 
tors,” American Journal of Psychiatry, 117(August, 
1960), 147-49. 


12. Querido, A., “Early Diagnosis and Treatment 
Services,” in The Elements of a Community Mental 
Health Program (New York: Milbank Memorial 
Fund, 1956). 


13. Sivadon, P. and H. Duchéne, “Santé Mentale, 
Hygiène Mentale et Prophylaxie Mentale,” in 
Encyclopédie  Médico-Chirurgicale: Psychiatrie 
(Paris) 12 (1958), 37960, Aš, p. 3. 

14. Tooth, G., “The Psychiatric Hospital and Its 
Place in a mental Health Service,” Bulletin of the 
World Health Organization, 19(No. 2, 1958), 363. 


15. World Health Organization, Expert Committee 
on Mental Health, “First Report,” World Health 
Organization Technical Report Series 9, 1950. 


16. World Health Organization, Expert Committee 
on Mental Health, “The Psychiatric Hospital as a 
Centre for Preventive Work in Mental Health,” 
Fifth Report, World Health Organization Technical 
Report Series 134, 1957. 


17. World Health Organization, Expert Committee 
on Mental Health, “Social Psychiatry and Commu- 
nity Attitudes,” Seventh Report, World Health 
Organization Technical Report Series 177, 1959. 


18. World Health Organization, Expert Committee 
on Mental Health, “The Undergraduate Teaching 
of Psychiatry and Mental Health Promotion,” 
Ninth Report, World Health Organization Techni- 
cal Report Series 208, 1961. 

19. World Health Organization, Expert Committee 
on Mental Health, “Programme Development in 
the Mental Health Field,” Tenth Report. World 
Health Organization Technical Report Series 223, 


1961. 


191 


HARVEY L WOLFE, Mie 


ally wo the expansion of “open ward” 
cm This has hed the tncressed analy 


Suen 
AA Ge One Gir seville wan esqon Me Walie wan 
Bumm ad aciu hadaa at longus 
—— 2 et Worker bom mee 
“ 

OA Womar, Mom — 

š Tie prosu of seu Adhathkan is sñopand frown 
Penge ef Vucamumel Rrhabiksenen (5) > 


The role of vocational rehabilitation 
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degree of interaction among tit 
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bilitation, (3) 
For the psychi 
t fehabilitation involves de 
festrnent to himself (insight), 

ead friends and to the com 
hich be plans to reside 
rehabilitation places the 
i program of direct treatment 
one or more different forms 
by the psychiatrist, and/or 
lary disciplines in a one- 
hip; group therapy (social, 
rational); day hospital, night 
Dr. Francis J. Braceland has 
tovery from the acute phases 
ie Hines as only the first step 

tehabilitation plan” (5). 
bilitation should take the 

oping desirable social rela 
Sih within and outside the hos- 
an evolve from a one-to-one 
© a group experience. The 
be adequately prepared for 
he has to face, a breaking 
ent layers of social barriers 
to life in the community. 
Mal rehabilitation provides the 

[such specialized services as 
vocational guidance, voca- 
development of adequate 
and work-social skills, job 
a psychological testing, 

` t and adequate voca- 
ts of rehabilitation must 
a d purposefully in a com- 
fom the very onset of treatment, 
and follow-up services. 
of the phases of re- 
be overstressed, nor can 
n be considered less im- 
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may (ail completely if ome of the most ie 
portam prerequisiti to community fans 
tioning—a job—i either unavailable or 
unachievable (5) 

Most hospital have the potential pe 
sources for becoming comprehensive re 
habilitation centers for their patient Le, 
becoming true therapeutic communities, 


INHOSPITAL PROGRAMS 


The state hospital must develop a compre 
hensive program of vocational rehabilite- 


tion—one involving all of the appropriate 
agencies in the community—if it is to be 
able to fulfill itm role in this important 
area of service to its patients, “This man, 
of necesity, involve a continuing program, 
producing interaction among all of the 
agencies involved and promoting total com> 
munity education as to the nature and peob- 
lems of mental illncu as a whole. Concrete 
results, in terms of succeuful rehabilite- 
tions, provide a formidable teuimonial for 
use in community education. 

The Vocational Rehabilitation Depart 
ment should explore a patient's background 
during the very beginning weeks after ad- 
mision, noting any obvious vocational 
potentials. Referral for intensive work by 
VR should be made by the ward physician 
as soon as it is practical. After the diag- 
nosis is approved, a VR specialist should 
become part of the team, with the wand 
physician helping to decide whether the 
patient's initial vocational needs are chiefly 
counseling and evaluation or more exten 
sive. ` 
Will the patient need “conditioning” in 
the form of occupational therapy activ 
ity programs, to develop motivation and 
insight before progressing to work therapy 
where work-social skills and work tolerance 
can be acquired or redeveloped? 

If these services are needed, they should 
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be accomplished prior to professional vo- 
cational evaluation. Individual occupa- 
tional therapy prescriptions also can often 
be useful as an early diagnostic tool in 
roughly assaying such things as frustration 
tolerance, aptitudes, degree of regression, 
etc. 

Psychological work evaluations (by occu- 
pational therapy-activity therapy depart- 
ments) prior to placement in work therapy 
assignments are sometimes used in a practice 
borrowed from vocational rehabilitation 
centers. This writer feels that work sam- 
pling-testing procedures of this type are a 
poor substitute for, and often do not cor- 
relate very well with, actual work experi- 
ences. 


The timing is also wrong for psycho- 
logical vocational evaluations, and they 
should not be attempted by OT personnel. 
Evaluations such as the “Tower System” 
developed at the Institute for the Crippled 
and Disabled in New York can be of some 
practical “ee after local norms are de- 
veloped, use is supervi a 
propriately trained as, ong 

In practice, our state hospitals are still 
governed, at least to some degree, by the 
need for patient labor in making work 
therapy assignments. Unless the patient is 
certain of being matched with an appro- 
priate hospital job (work therapy assign- 
ment) the work evaluation can even have a 
negative effect. It can cause him to have 
an unfavorable reaction to later profes- 
sional vocational evaluations which should 
be done prior to actual job placement back 
in the community. Unexplainable Tepeti- 
tions of tests and vocational evaluative pro- 

cedures should be avoided and progression 
must follow a logical sequence (4). 
Vocational evaluations sometimes reveal 
substantial disparities between abilities and 
desired vocational goals, and these differ- 
ences must be reconciled through counseling 
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by the VR department, strongly supported 
by the ward physician. 

Outside agencies must be used to th 
fullest if their services can be of benefit 
to patients. A tremendous need exists 
sheltered workshops to provide useful work 
activity for the marginal patient who could 
live at home, since this is more useful 
both the patient and his community thas 
idleness and relief—which might even com 
tribute to a recurrence of his illness. 

Longview State Hospital, like many other 
state hospitals, is developing a large resi 
ual of patients vocationally unskilled and 
without the interest and ability for pre 
gression. A substantial number of thet 
patients were wards of welfare before be 
coming hospitalized, and one wonders ho¥ 
much their inability to compete vocationally 
has influenced the course of their emotional 
disorder. 

When the patient is psychiatrically ready, 
the VR department should utilize all the 
data accumulated by themselves and othe! 
disciplines active with the patient, and de 
vise a tailor-made vocational evaluation 
This should frankly tally the patient’ 
strengths and weaknesses and arrive at # 
realistic vocational goal, whether it adds 
up to a limited sheltered placement or com 
petitive employment. 

If the patient is not up to his estimated 
capacity, this should also be stated. He 
should then be referred back to the w: 
physician and to the rest of the team for r€ 
appraisal and possibly a new OT-activity 
prescription or additional work therapy 
The ward physician, and occasionally mem 
bers of other disciplines that have bee 


| 
working with the patient, should be call K 
upon to assist in the interpretation of a 
vocational evaluation to the patient if he * 


found unready for job placement activity 


and movement from the hospital. a 
If the patient makes progress, the x 


ent can again pursue active job 
ment efforts. All the while a counsel- 
onship with the VR worker should 
gintained with the patient if the ward 
jan feels it is psychiatrically desirable. 
I cases the patient should be encour- 
ð play as active a role in his vocational 
litation as his capacity and psychi- 
eadiness allows. In everything we 
best by doing; i.e., by active partici- 
in the process, and acquiring and 
ig a job is no exception. 

' support and help the VR depart- 
Should give the patient depends on 
patient himself and must be modified 
dingly. The ward physician again 
lay an important role in advising and 
ing the VR department in this determi- 


believe that in cases where the VR 
tment plays a direct role in place- 
activities the employer must be in- 
of the patient’s hospitalization. 
ents must be made with him to 
ne how far and how much informa- 
hust be passed along to various eche- 
bf the firm. 
Many cases the personnel officer or 
Other middle-management employee 
be the only person who should know. 
ar follow-ups with both the employer 
patient should be continued as long 
% necessary and mutually profitable. 
Employer must be left with the feel- 
Mat he is free to call on the VR depart- 
Fat a later date if advice and help is 


loyer attitude studies reveal that the 
°s toward hiring former mental pa- 
are not nearly so unfavorable as 
p pposed (1,7). Experience since 
1, des tends to bear out that if we 
=C to fill job orders with people who 
ually ready and competitive, most 
ently they will be hired. 
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A professionally done, realistic vocational 
evaluation of the abilities of the patient 
provides a testimonial not generally accom- 
panying applicants from other sources. A 
nucleus of successfully employed former 
patients who are performing their jobs will 
provide the strongest advertisement for a 
program, and the dollar-conscious business 
man will not pass over this lightly! 

The biggest problem for VR remains in 
the large volume of unskilled workers in 
the patient population who, in today’s 
market, have very little to sell. We must 
be realistic and recognize that many were 
unemployable even before hospitalization, 
and we cannot afford the luxury of thinking 
of ourselves as little gods who can miracu- 
lously change these people. 

Community sheltered workshops, which 
can at least reduce idleness and the psychi- 
atric regression which often accompanies it, 
may in time provide at least a partial 
answer for some segment of this group. 
This would be expensive but if we are 
to be dollar-conscious, it certainly would 
probably prove cheaper than permanent 
institutionalization, not to mention the 
personal and community moral values of 
such a program. 


INHOSPITAL INDUSTRIAL WORKSHOPS 
AND VOCATIONAL ADJUSTMENT 


CENTERS 
Industrial workshops within the hospital, 
patterned after such organizations as Abili- 
ties, Inc. of New York (6), have great poten- 
tial value for large groups of patients not 
vocationally approachable by any other 
means. The experiences accumulated with 
this approach in many European hospi- 
tals (3), as well as such American hospitals 
as Manhattan State (2), could be utilized in 
setting up a workable program. 

Such a program could provide some paid 
work opportunities for some elderly patients 
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destined to spend the remainder of their 
lives in institutions. The ability to earn 
merely a few dollars per week, for even a 
very limited number of hours per week, 
could, for the physically able elderly patient, 
be very helpful in causing him to feel that 
he is again useful and part of an accepted 
group. ý 

It can also open new avenues in making 
it possible for him to develop useful rela- 
tionships with others, both young and old. 
With the ever-increasing psychogeriatric 
problem, every resource must be utilized to 
assist our elderly citizens in living the most 
completely satisfying life possible, even if 
it has to be within an institution. 

This type of shop can also be a real “live” 
testing ground for work evaluation, instead 
of the simulated approach most generally 
used. It can also be the final testing ground 
for the more accurate determination of work 
tolerance and work-social skills. 

Even patients unable to progress from 
this setting can certainly profit greatly, both 
psychiatrically and socially, from their par- 
ticipation in this type of experience. The 
ego-strengthening values for most psychi- 
atrically ready patients are incontestable. 
This shop can provide a rather realistic 
money incentive for patients in terms of 
their actual production and can be, for 
many, a work adjustment center for the 
development of work tolerance and work- 


social skills prior to outside job place- 
ment (2, 3). 


OTHER STATE AGENCIES 


The Bureau of Vocational Rehabilitation 
sends a counselor to Longview State Hospi- 
tal approximately one-half day per week, 
and he becomes a part of the team for those 
patients who can benefit from special train- 
ing or the other outside services this agency 
can purchase for them. 

State VR agencies are able to purchase 
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or provide services for the mentally ill 
under the provisions of Public Law 565 
(1954). They should be used to obtain 
services not available through the hospital 
or other agencies. The state VR depart- 
ment staff member should be accorded full- 
team status with the clients he is able to 
serve. 

Most large state hospitals have, among 
their multidisability patients, some who are 
legally blind. The state rehabilitation 
agency for the blind can assist with the 
rehabilitation of patients in this disability 
class if they seem to have any vocational 
promise. In some states the blind and all 
disability groups are served by one state 
rehabilitation agency. Other states, such as 
Ohio, have two separate agencies operating 
through different state departments. Re 
gardless of the number of agencies, however, 
they all function under the same Public 
Laws. 

The state employment services should be 
used where they can be helpful in job 
placement. Credit should be given where 
the placement is largely a result of their 
efforts. For a time, Longview State Hos- 
pital sent a counselor to the local Ohio 
State Employment Service Office one-hal 
day per week to review job orders. Appt 
priate orders were cleared and relayed to 
the hospital by telephone to facilitate fast 
action in supplying suitable applicants, 1 
they were available. 

The President's Committee for the Em- 
ployment of the Physically Handicapped 
has now expanded operations to include 
the emotionally disturbed and mentally ré- 
tarded. Their influence should be exerte¢ 
to promote greater employment opportuni 
ties for former mental patients. To be 
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effective, the activities of the federal aC 


state committees have to be extended con 
tinuously to the local “employ the par 
cally handicapped” committees. The who 


must develop vigor and meaning- 
fulness for prospective employers in the 
ical communities. 


I 
NIGHT HOSPITAL—OUTPATIENT 


E 
ther need is the provision of adequate 
sipport for the employed patient. Initially, 
anight hospital may provide a good answer 
assisting the working patient in his difh- 
t transition from the hospital to com- 
nity life. The well-ordered night hos- 
ital should provide the working patient 
ith psychiatric, social and vocational assist- 
ance, according to his individual needs. 
A team composed at least of a psychi- 
t social workers, and VR specialist 
: uld be available to work with the pa- 
Ment, At this time, if not earlier, the 
Patent should graduate to a higher status 
fam such as “client” (4). Group therapy ap- 
Poaches, such as Recovery, Inc. and Alco- 
lics Anonymous, should be available. 
Recreation and social activities should 
Play 4 prominent part, particularly those 
hag the client into contact with and 
‘mingling him with outside community 
Before he is ready to leave, he 
# A part of social and recreation 
a pe can bridge over and be main- 
Begar . he leaves the night hospital. 
Bis. also Sie living arrangements 
tansition N available at this time if the 
For thes S a be successful. ! 
st r clients, social-recreation centers 
+ ty ig such as Fountain House 
breaking = may be the vital link in 
lli ependency naturally fostered 
these Selden It is recognized that 
in their te greatest period of “danger” is 
balance TS away from the job. Pleasant, 
| Patient oo provided by such “out- 
ey make a ey houses,” as Fountain House, 
ee “a, difference for the client. 
ist him in becoming a “whole” 
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person, developing a healthful interaction 
with the society of which he is a member. 

This writer believes that the night hos- 
pital-Fountain House type of progression 
offers the greatest hope for the employable 
patient. It has the advantage over the 
regular hospital inpatient (residential) half- 
way houses in being able to serve far more 
people with consequent drastic reduction in 
cost of service. It is also neither run by 
nor part of the hospital, which helps greatly 
in reducing hospital dependency. It also 
serves both sexes, while most residential 
halfway houses, by their very physical 
design, are able to serve only one sex, and 
this in itself is a step away from normal 
community living. This does not mean 
to imply that existing residential half- 
way houses are not doing a commendable 
job—they are. It is simply this writer’s 
opinion that the night hospital-Fountain 
House type of approach (for the employ- 
able patient) provides broader, more natu- 
ral services to a much larger group of 
clients, with the added incentive of sub- 
stantially lower cost per client served. 

The Fountain House type of program 
can also serve outpatients from any number 
of psychiatric facilities in the community, 
rather than those from just one hospital. 
The diversity of groups this type of program 
will bring together is another advantage in 
terms of greatly expanded opportunities 
for the development of relationships with 
other groups not from the hospital or clinic 
of the client’s origin. 


DAY HOSPITALS 


Day hospitals, in connection with state 
mental institutions, are gaining wide ac- 
US L UU = 


2 Where the state hospital is in a rural location, 
community clinics in or near areas where the pa- 
tients work could be used to fill the night hospital 
role. 
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Section of Moscow called the 
a large city block is com- 
ber of low, sprawling build- 
led by a wall pierced by a few 
arded entrances. 
he Soloviev Psychiatric Hospital. 
60, Dr. Denisov, director of the 
Fanted us an interview and tour 
lal—one of five in Moscow— 
total of 7,000 beds for a popu- 
Moscow of 5,300,000. Outside 
te are a number of hospitals 
Mg to the city and which are 
ts for the treatment of chronic 


` K. in Moscow are referred 
is," although they do have beds 
Mts. Soloviev has 550 beds for 
0 for children. There are all 
nts at the hospital. One 
are set aside for working 
ne to the hospital for a few 
Ë the day for rest and treat- 


ment, but who go home at night. They 
have space for 50 children under age seven 
who come only during the day for speech 
therapy. 

We were told that they have set aside 
rooms where patients do productive work, 
are paid from 100 to 800 rubles ($25.00 to 
$200.00) a month, go home in the evening, 
and return the next morning, These pa- 
tients are given a “first and second-grade 
invalid” classification, and they receive spe- 
cial assistance from the city of Moscow. 

In our tour we first visited the speech 
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therapy center. We listened to the lively 
group of children sing some songs and then 
talked to some of the teachers. They place 
a special emphasis on work with music and 
special exercises in speech. The children, 
all of whom are of preschool age, are be- 
ing prepared for school. They come be- 
cause they have learned to speak late, have 
had injuries, infections, diseases, and 
trauma. 

The treatment varies with the individ- 
ual child. Medicines, vitamins, and bro- 
mines are used. A great deal of work is 
done with the parents, studying the fam- 
ily, the surroundings of the child, the sib- 
lings and others in the community who re- 
late to the child. 

Nurses go into the home and try to ob- 
serve the family. They pay strict attention 
to the attitudes of the parents and the 
schedule of the day, the way in which 
people converse with the child, his total 
affective environment. 

This side of the work with the children, 
they feel, helps speed recovery, 

The parents are required to submit a 
daily diary of the child. The hospital also 
follows the child when he goes on to a reg- 
ular school, and tries to counsel the teach- 
ers. The parents are asked to pay special 
attention to the amount of sleep the child 
gets. They believe they help 75-80 per 
cent of the children with whom they work. 

As we walked around the grounds we saw 
the original buildings, built in 1927, and 
some of the newer ones. In one female 
ward we saw a girl who had just been 
brought to the hospital, who was in a hys- 
terical state, and who was being restrained 
by a number of nurses, 

Many of the rooms had TV sets. Flow- 
ers, curtains, paintings, bookshelves, were 

found throughout. We were told that pa- 
tients do some upkeep work around the 
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hospital, but we saw little sign of activity. 
Many were permitted to remain in bed; 
others were out walking in the court 
yards or sitting on park benches. Some 
had visitors. 

The most striking place was the waiting 
room for the outpatient clinic. It was 
a large room, with two islands of trees 
and plants and a long glass wall on the 
street side. It was full of a variety of peo 
ple, some sitting, some talking, some read- 
ing. All had just come to the hospital 
that morning and were waiting to talk 
to the psychiatrist or to receive drugs 

One heavily made-up woman, was pacing 
up and down the side of the waiting room, 


talking loudly and rapidly, hallucinating | 


in an unintelligible way. She was the only 
such person we saw in Moscow or other 
Russian cities. A random observation of 
people in subways, buses, and parks re 
vealed no one who was obviously disor 
ganized. 

In the mental hospital we were also 
shown the large hydrotherapy rooms. In 
an office we saw some old treatment ma 
chines, one a mesmerizer that still worked 
but was no longer used. 

During our two-hour interview with Dr. 
Denisov we discussed many questions. We 
learned from him that Soviet psychiatrists 
receive six years of training at a medical m 
stitute; a nurse receives three years of train- 
ing. The doctor-to-be must decide after 
his third year the area in which he will 
specialize, 

After graduation he has a minimum of 
two years’ internship on a full doctors 
salary. At any time a doctor may return 
to a medical institute to raise his qualifica- 
tions through further study. In MoscoW 


there are two Institutes of Psychiatry 8 


ing special three-year courses. 


The patients at the Soloviev Hospital 


ome from 11 sections of the Lenin Dis- 
mict of Moscow. Hospital wards are di- 
vided on the basis of these units; the pa- 
fients are kept with others from their in- 
dividual communities. 
Doctors also adhere to these sections. 
During 1959 a total of 3,500 patients 
Were treated in the hospital, but 350 of 
them came from outside the district and 
fom Moscow. The average stay for an in- 
fatient was: 20 per cent, less than one 
Month (this includes day treatment); and 
iper cent, from two to six months; only 
stayed more than a year (less than one 
et cent); the rest stayed between six 
months and a year. 
Of this last group, under 200 were sent 
Š the chronic hospitals outside Moscow. 
0 those discharged in the past, the rate of 
Keidivism has been 50 per cent in an eight- 
far period. 
A Dr. Denisov said that the mentally ill 
M the Soviet Union are only 7 to 10 per 
(ent of all the sick, but he would give no 
gure for the total number of beds for 
he mentally ill in the USSR. If there are 
a beds for 5,000,000 population in 
cow, and 100,000 beds for 17,000,000 
pulation in New York State, New York 
MS one psychiatric bed for every 170 
a and Moscow has one for every 750 
; Yet gne cannot conclude that New York 
an incidence of mental illness that is 
.. a half times that of Moscow. We 
tice a control over such factors as differ- 
4 oe of need for treatment, 
bets tr ahh handled in clinics, the num- 
a: in their homes. These figures 
9 not include the chronic patients, 


tive r 
M to Moscow, who are treated outside 
| Moscow, 


four 


_ The 
a cet used in the hospital in- 
the use of tranquilizers. “But we 
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started using them after America,” said 
Dr. Denisov. 

In the chronic hospitals outside the city 
many patients are helped by Serpasil. 

Insulin and electric shock are used as a 
“Jast resort.” The doctor indicated that 
hydrotherapy and physical therapy are re- 
lied on heavily. He felt that work therapy 
was most helpful but that continuous nar- 
cosis is not used so much now “because it 
tends to develop intoxication.” 

Electric sleep therapy has been developed 
at this hospital and is used extensively. A 
special machine employing a low voltage 
induced sleep without convulsions. It 
seemed to be very good for the patients, 
resulting in no fear and no headaches. 

“Still, we can never say that this spe- 
cifically caused improvement, or was even 
helpful in 100 per cent of the cases,” Dr. 
Denisov explained. “Every little thing adds 
up. We have 10 psychiatrists at this hos- 
pital. We do a lot of work outside the 
hospital with the family and the employer. 
We also are in a position of prescribing for 
the patient when he needs his own room. 
This ability to influence the housing situ- 
ation of the patient is very important. 

“We are doing research on mental ill- 
ness at two institutes in Moscow and eight 
others in the USSR. Still we have a lot to 
learn,” Dr. Denisov added. “After World 
War II we had an increase in mental 
illness. Some cases we found in the 
past just do not occur today. We have 
no general paresis, no depressive reactives, 
fewer manic-depressives. But we have more 
schizophrenia. 

“The total number of mentally ill is in- 
creasing” [but so is the population]. “The 
number of chronic cases is growing; 30 per 
cent each year are chronic cases. Yet the 
number of new illnesses each year is de- 


creasing. 
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“We do not divide sharply between neu- 
rosis and psychosis. It is all a disease of 
the central nervous system. We pay at- 
tention to the general state, to degree of 
calmness, not to the diagnosis, We still 
do not know what the cause of mental 
illness is. We know it is a retreat from 
reality, into an inner world, with halluci- 
nations, delusions. Yet this always has a 
real foundation. 

“In the past we used to have patients 
who thought they were Czars, Now we 
have no more Czars. We did have a for- 
eigner recently who said he was the son of 
Nicholas II. Many diseases are hereditary. 
Under Communism we have reduced dis- 
eases, yet a person still grows up in a so- 
ciety and social factors are important; we 

are in the process of building a better so- 
ciety.” 


Dr. Denisov said, in answer to some other 
questions: 

“We do not agree with Freud. The 
basis of illness is physiological, not psycho- 
logical. We do have cases that on the sur- 
face are connected with sex, but you can- 
not construct the whole cause on this. Yet 
we still use forms of psychotherapy, com- 
bined with developments of Pavlovian con- 
ditioning. An excellent example of this is 
our universal success with childbirth with- 
out pain.” 

When asked about the relation between 
the health of society and mental illness, 
Dr. Denisov said: “Before the Revolution 
my family lived on the River Don, a big 
region with one main city and only two 
doctors in that city. If people were men- 
tally ill, no one really knew. Peasants 

called people ‘strange.’ 

“My father died at 88 without ever see- 
ing a doctor, and not because he was never 
sick. After the Revolution? Well, there is 
no comparison. 
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“The following factors make for less 
mental illness in a socialist society. First, 
all the conditions of life are changed; we 
are no longer slaves; we are free to work 
and rest; the whole feeling of the people 
towards life has changed. Second, we now 
have the most doctors in the world, and all 
the treatment is free, even at the sana 
toriums, rest homes, and resorts. Third, 
because we have outpatient facilities de 
veloped to such a high degree, we can pre 
vent illnesses.” 

In our visits to hospitals in Europe we 
found little or no use of volunteers from 
the community. When this possibility was 
mentioned to Dr. Denisov, he smiled and 
indicated that the hospital is already a 
part of the community. It would be un- 
necessary to use volunteers. And it was 
obvious that the hospital was well-staffed 
and well-run, an adequate hospital located 
in the midst of the city of Moscow and in 
the middle of the area from which patients 
are drawn, 

When asked about suicide, we were told 
that it was very infrequent. “Why should 
people attempt suicide when they lead full 
lives. Love? If they live on love only 
and lose love, they have lost everything; 
they then might try to run from life. But 
here in the Soviet Union our people lead 
full lives, with many interests and the 
rewards of their work,” Dr. Denisov said. 

We left with many questions unanswered: 
Dr. Denisov never had a chance to ask 
any questions about the progress being 
made in America and what we had foun 
at psychiatric hospitals in the rest of Ew 
Tope, something he had indicated he 
wanted to explore. : 

We thanked him extensively for the 1 
sights he had given us into what he and 
others were doing to meet the tremendous ` 
problem of mental illness. 


es of recent years have turned 
easing flow of psychologists to 
il health field. It is apparent by 
‘such readiness to divert resources 
pport of mental health projects 
€ nation has not, as some had 


y little professional time has 
ed to preaching the gospel of 
lth; rather, considerable atten- 
ng paid to the development of 
es in time to become a solid 
of fact on which the field must 
Test. Evidence of the growing 
Owledge is given by a recently 
teference guide in mental health 
s) 1953-1960, which comprises 
for services to community 
on clinical and psychological 
become possible to enlist col- 
Of citizen groups in the study of 
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the mental health field 


“normal” man, his habits and habitat. 
Since 1948 several investigatory teams, pri- 
marily interdisciplinary in nature, have 
been engaged in such studies (7). 

These efforts, insofar as they have been 
able to offer a theoretical framework for the 
practice of community mental health, also 
began the definition of the roles of those 
professionals engaged in the field. 

Even while such definitions were evolv- 
ing, it was deemed necessary to consider the 
education, in the new community labora- 
tories, of future workers. 

The present paper derives from experi- 
ences in the development of a training pro- 
gram for psychologists, psychiatrists, and 


Dr. vonFelsinger is associated with the Department 
of Psychiatry of Massachusetts General Hospital, 
Harvard Medical School, Boston, Mass.; and Dr. 
Klein is also associated with the Department of 
Psychiatry of Massachusetts General Hospital and 
with the Human Relations Service of Wellesley, 
Mass., Inc. 
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social workers in community mental health," 
one objective being the study of suitable 
approaches to teaching and training in the 
new area. 

The details of the discussion will reflect 
primarily the application of the program 
to the training of psychologists, but the 
general principles, as well as the major 
training areas, are based on the develop- 
ment of a common core curriculum equally 


à joint project of a citizens’ group of Wellesley 
the Harvard School of Public Health, and the 
Harvard University Department of Social Relations, 
wader the direction of Dr. Erich Lindemann and 
with financial support from the W. T. Grant Foun. 
dation from 1948 to 1953. This joint sponsorship 
demonstrated the emphasis on “prevention” and 
“health” which resulted from the growing impact 
of the social sciences and public health on the 
carlier psychiatric preoccupation with individual 


It was believed that the combined facilities of 
community and general hospital could be developed 
into a valuable framework for the training of psy- 


ment—in the theory and practice of community. 
mental health. Therefore, in 1954 a training 
gram for psychologists was established. In the 
following year, training for psychiatrists and social 
workers was instituted. 
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ment and research for the field of com 
munity mental health as a whole. 

At the present stage, community mental 
health, as well as preventive psychiatry in 
general, shares a conceptual framework with 
social psychiatry. The latter has evolved 


from the recognition of the central im | 


portance of a contextual understanding of 
human behavior. 

It is not merely that behavior is a dynamic 
function of personality and environment, 
but that there are systematic interrelation- 
ships among social systems, cultural tra- 


ditions, and personality organization. An ` 


understanding of these relationships is essen- 
tial for fathoming and predicting behavior. 

While we are only in the early stages of 
this theoretical field, important contribu 
tions to our grasp of human functioning 
are being made at an increasing rate from 


this vantage point. We need only cite such ` 


significant work as that of Erik Erikson, of 
Hollingshead and Redlich, of Fritz Redl, 
and of Talcott Parsons to see the diverse 
areas in which attempts to gauge associa- 
tions between social processes and personal- 
ity functioning have offered clarification. 
Essentially, social psychiatry builds “upon 
our present knowledge of developmental 
Processes, of intrapsychic dynamics, and of 
interpersonal relations whether in approach- 
ing an individual psychiatric patient, à 
“normal” person, or statistics on “pop 
lations.” It emphasizes, however, that the 
Processes with which we are most familiar 
Operate in, are altered by, and have difer- 
ential consequences depending upon the 
sociocultural context (stable and/or trans 
tory) in which such processes occur or are 
observed, 
_ Some people will show neurotic responses 
in any setting, but others become disturbed 
solely because the social systems in whi 
they are involved are organized in ways “un- 
healthful” for them. The development of 


nethods of preventive psychiatry— 
which may hopefully be applied to 
” rather than “cases”—depends 
acquisition of techniques for ap- 
| such interactional systems as a 
‘a business office or industrial plant, 
ol, or the wider social system of the 
nity which embraces all of these. 

dition to the need for methods of 
ng such systems, there is the need 
edures of action by which to create 
of beneficial changes that are 
for preventive or therapeutic 


ummary, then, a new conceptual 
sis upon systematic formulation of 
terminate relationships between per- 
systems and sociocultural systems 
new methodological considerations 
lew, practical, clinical applications. 
ajor methodological implication is 
the definition of a “case” and in 
the problem of etiology. While 
tional “neurotic” or “psychotic” 
O comes to—or is brought to— 
or hospital continues as an im- 
consideration, we now think pri- 
| both in terms of the populations 
ich the “case” derives and the “com- 
Y within which the malfunctioning 
y manifest. 
the one hand, we are led to 
epidemiology of mental health 
especially the conditions under 
ology comes to the attention of 
unity and of “care-taking” agen- 


Other hand, we are concerned 
tent to which—and the ways in 
ticular groups of individuals 
er groups, factories, schools, 
tage or discourage, facilitate or 
irbed (and disturbing) behavior. 
y because of this focus, our 
shift from an individual 
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“case” to a social situation: Crises are, par 
excellence, examples of such situations 
which have important effects on individuals, 
groups, and whole communities and have a 
potential for disrupting normal behavior 
patterns and interactional systems, 

The practical clinical implications of this 
view lead to a more flexible approach to 
individual patients and to a different con- 
ception of the “foci” for maximum thera- 
peutic change. 

In general, we are concerned with the 
possibility of brief “preventive interven- 
tions” with individual patients. By con- 
sidering the total context in which the dis- 
turbed behavior occurred, we can often 
limit the circularity and recurrence of such 
malfunctioning. And we are concerned 
with understanding the role relationships 
among individuals, their potentiality for 
pathological consequences, and the oppor- 
tunities for intervening at the level of the 
role difficulty through consultation and 
group methods. 

If one grants, even provisionally, these 
assumptions underlying social psychiatry 
and if one is inspired by the prospective 
growth of preventive psychiatry into a 
major arm of psychiatric endeavor, the pos- 
sibilities in community mental health—in 
“clinical” work beyond its traditional setting 
—are enormous. 

Admittedly, in spite of the growth of our 
knowledge, we can only glimpse some of 
these possibilities. But the directions that 
training may now profitably take seem evi- 
dent to us. 

The recent and rapid growth of com- 
munity mental health activities, particularly 
the state programs, has created severe prob- 
lems. While considerable progress has been 
made on the broad fronts of research and 
service, training has lagged, and major re- 
search and service programs have been un- 
able to obtain trained and qualified person- 
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nel.. These problems exist within all the 
mental health professions, but particularly 
within psychology. 
As a consequence, the rapidly expanding 
areas of prevention, administration, and 
consultation, are not benefiting as they 
might by the contributions of psychologists. 
As action and research have focused on com- 
plex problems involving aggregates of indi- 
viduals interacting within families, neigh- 
borhoods and communities, traditional re- 
search training has been found lacking in 
concepts and techniques appropriate to such 
areas of investigation and of professional 
endeavor. 
It is of interest to recall that in 1954 a 
training program in this area was considered 
very speculative. The application of a dis- 
tinctly public health point of view con- 
cerned with the entire range of mental 
health problems was still a very novel ap- 
proach. There was as yet no widespread 
expression of need for specifically equipped 
personnel in this field and, therefore, no 
guarantee that the products of the training 
would find suitable settings for their work. 
Since that time, however, the growth of 
professional interest and support in the 
field of mental health has matched the 
earlier rise of public enthusiasm. Psy- 
chology took a look at this burgeoning de- 
velopment in the Institute on Education 
and Training for Psychological Contribu- 
tions to Mental Health, noting that, “the 
mental health movement will have even 
more far-reaching effect in psychology than 
did the postwar demand for clinical psy- 
chologists,” and concluded that the em- 
phasis on mental health and prevention 
“+ + will require changes both in scientific 
and in the professional training of psy- 
chologists” (10). 

A brief statement of our training pro- 
gram was included as an appendix to the 
report of the Institute’s proceedings. The 
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statement identified the basic concepts 
underlying the experimental program as 
essentially those inherent in a preventive 
public health orientation. 

The objective, then as now, was the pro- 
motion of health and the reduction of 
casualty rates. Emphasis was on the de- 
velopment of such preventive skills as con- 
sultation and early intervention, rather than 
on therapeutic or remedial techniques; and 
on such epidemiological approaches as case- 
finding, screening and assessment of popu- 
lations, rather than on testing and diag- 
nostic skills. 

The special interest in etiological forces 
in the social environment focused efforts 
on the discovery of pathogenic character- 
istics of social systems themselves, which 
might function to produce stress, hazardous 
situations, and finally, casualties. This ap- 
proach implied the possibility of organizing 
specific programs to control such noxious 
factors in the social environment as could 
be identified, in order to lower the inci- 
dence of mental disorder in the whole com- 
munity. 

In the light of such objectives, the train- 
ing was to be carried out in the context 
of co-ordinated interdisciplinary efforts, 
wherein the method and points of view, not 
only of the clinician but also of the expert 
mentalist, the social scientist and the epr 
demiologist were to be brought to bear in 
community programs. 


One aim of the training program expe! i 


ment, in order to achieve the maximum 
integration of the professional groups, was 
the development of a core curriculum repte- 
senting the basic knowledge essential for 
the new “mental health worker.” 

The establishment of such a common core 
constituted a major preoccupation in the 
early years. Somewhat later it became clear 
that an equally important objective had to 
be the encouragement of each profession 
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a maintain its unique frame of reference 
‘and skills in such a way as to contribute 
maximally to the common areas of inquiry 
and practice. 

We shall consider first the characteristics 
of mental health work and the generic role 
model for the worker in the field, which 
has gradually emerged from such concepts 
and assumptions. The seven training areas 
Which have evolved, at this stage, as repre- 
snting the major activities of this mental 
health worker will be briefly described. 
Some professional problems in the training 
of psychologists for the field will then be 
discussed and, finally, the issue of the role 


4 the university in the development of the 
feld, 


ROLE OF THE MENTAL 
HEALTH WORKER 


I 
In the first place, the mental health worker 
i concerned with whole populations and 
with the epidemiology of health and sick- 
ness in terms of large numbers of people. 
Second, he tends to conceive of sickness 
4 health as two points on the same health 
Ontinuum, 
a while aware of the historical and 
Is aed circumstances in the individu- 
ene render him more or less 
lends to i: to emotional disturbance, he 
stances ind on the current set of circum- 
port Ç the life of the individual which 
a 068 threaten the maintenance of 
[y equilibrium. 
E aa focuses particularly on the 
ork of i. environment and specific net- 
Teflecteq Mae relations whose tensions are 
Fifth, in bh symptoms of the individual. 
«he acquires hate aspects of his work, 
riented ` skills necessary to do change- 
ganizatio ork with the community or 
itettelated, S, concentrating primarily on 
tp networks of people, rather than 


ON si z: Fd 
ngle clients or patients. 
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Just as the focus for clinical training is 
the individual patient, so the comparable 
focus for mental health training is the com- 
munity and its population. Therefore, the 
training program, from the beginning, was 
designed to give the fellow experience in 
ongoing community programs in a variety 
of social settings.” 

Initially it was believed the simultaneous 
exposure to such varied settings would de- 
velop facility in consideration of problems 
of tactics and strategy in dissimilar milieux, 
by making it possible for the student to 
become acquainted with characteristics of 
widely differing populations living under 
quite different circumstances. However, ex- 
perience has shown that exposure to varied 
community settings is preferably preceded 
by intensive involvement in a single field 
station. The basic orientation to the com- 
munity which emerges from work in a par- 
ticular setting must be established before 
it can be transferred to, and modified for, 
diverse situations. 

The above goals and emphases present 
certain problems to the fellow whose back- 
ground has been primarily clinical. The 
clinician, who has previously focused on 
the individual patient, must acquire new 


oo 


2 The present training facilities include the Welles- 
ley Human Relations Service; the Massachusetts 
General Hospital, a large, metropolitan teaching 
hospital associated with the Harvard Medical 
School; the Harvard Family Guidance Center, a 
project in which mental health workers maintain 
collaborative working relationships with the public 
health workers in a city health center situated in 
a lower class urban area; the Center for Commu- 
nity Studies, which is investigating the psycho- 
logical and social problems produced or accentuated 
by the geographical and social displacement of a 
low-class population through urban redevelopment; 
and the recently established Center for Studies in 
Human Development, engaged in research on dif- 
ferential aspects of “normal” and “sick” children 
at different age levels. 


207 


frames of reference in order to comprehend 
community factors and their modification. 

Most fellows in our program have passed 
through a rather painful and typical phase 
of professional development, coming ulti- 
mately to the realization that the frame of 
reference of psychodynamic psychopathol- 
ogy is inadequate in conceptualizing the 
dynamic factors at a level appropriate to 
the group and community. 


AREAS OF TRAINING 


In terms of the present stage of our think- 
ing, the framework of theory and practice 
is best delineated within seven training 
areas which will be briefly described. 
These are: Clinical Training, Mental 
Health Consultation, Group Methods, Com- 
munication and Public Education, Adminis- 


tration, Community Organization, and Re- 
search. 


Clinical Training 


Two aspects of clinical operations in a 
mental health program alter the function 
of the clinician drastically. 

The first is the emphasis which is placed 
on situational or social system analysis, in 
which the patient is viewed not only in 
terms of intrapsychic dynamics, but more 
particularly as a casualty of a possible patho- 
genic situation, which, from a public 
health standpoint, itself becomes the focus 
of the clinical effort. 

Second is the special emphasis on the con- 
cept of life “crises,” which implies the strat- 
egy of identifying recurrent hazardous 
points in the life cycle of individuals and 
groups. The aim is to plan mental health 
and other community resources so as to 

help individuals and groups either to meet 
such crises in an adaptive manner or, when 
possible, to forestall them. 
The clinical operation here aims at a 
suitable intervention of a professional na- 
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ture—sometimes referred to as preventive 
intervention—at the earliest possible stage 
in the crisis so that the crisis may be an 
occasion for reintegration at a more effective 


level (6). | 
The psychologist who enters community 
mental health work most frequently comes 
from the familiar clinical background and 
not infrequently, if the doctor-patient role 
is deeply ingrained, he experiences con- , 
siderable difficulty in acquiring new view- 
points and skills. 

The learning problem for the fellow in 
this setting is twofold: first, he must learn 
to extend his “diagnosis” to include the 
family unit, other networks and relation- 
ships, and institutional ties and cultural 
factors, in addition to the individual qua 
individual; second, he must learn to focus 
his therapeutic skills largely upon the man- 
agement of psychiatric crises and upon brief 
interventions to help large numbers of peo- 
ple cope more effectively with common life 
hazards. 

The second appears to be more difficult 
for it requires alteration of the professional 
self-image and attendant ethical impera- 
tives. Preventive intervention often leaves 
untouched obvious areas of emotional mal- 
functioning of the individual client, leaving 
the fellow with the feeling that, having 
diagnosed, he had failed to treat adequately: 

In part, of course, the imperative of pre- 
ventive intervention stems from the patent 
inability of present clinical resources and 
skills to deal with even the most severely 
ill portion of the population. Continued 
overcommitment to the traditional clinical 
role would mitigate the flexibility of con- 
trolled experimentation essential to service ` 
activities in mental health work. ; 


Mental Health Consultation i 


Both the theoretical framework and eS x 
obvious limitations of the usual clinica 
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operations have led to the considerable im- 
portance placed on the development of 
yarious types of consultation (1, 2). 
Mental health consultation is most sim- 
ply defined as a relationship between the 
fonsultant and another professional worker 
=the consultee—whereby the consultant at- 
fmpts to help the consultee solve the 
a health problems of his clients by 
isting him in making a better utilization 
of his own professional skills and experi- 
ce, 
The consultation process must be so man- 
aged that the assistance with one client or 
situation will result in such learning as will, 
3 the future, enable the consultee to handle 
similar problems in other clients in a more 
fective manner. 
Within the community program the at- 
pape is made to develop a consultative 
“lationship with key individuals and social 
stems having caretaking operations (e.g., 
teachers, nurses, physicians, clergy, police). 
Besides case consultation, the fellow is 
Siven experience in staff consultation with 
Pier social agencies and public health 
.. Such consultation may, on occa- 
Bs. oe the way for examination, with 
neerned, of the living, work, edu- 


Cati : : 
onal and recreational arrangements in a 
Community, 


ee say, the techniques of consul- 
a a AM some complexity and subtlety 
Bate for a considerable supervised experi- 
r their effective utilization. 

a” year-long seminar in the 
| Sinn. process is also provided. In 
i ili of psychologists we have found 
š SN to place increased stress upon 
applications of consultation 


= = = 8 


an 

a . 
eS encouraged the fellow to use his 
n Sas a means of examining the inter- 


ay of i 7 : 
udin forces in a large social system, in- 
& problems of role, status and com- 
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munication as well as problem-solving diffi- 
culties. 


Group Methods 


In terms of his orientation to populations 
and social systems, it is mandatory that the 
mental health worker develop considerable 
skill in working with groups of people in 
various capacities—as a member, adviser, 
consultant, resource person and leader. 

We conceived the teaching problem ini- 
tially as one of acquainting the learner with 
basic theory and research results pertaining 
to small group behavior and of helping him 
relate such information to practical work- 
ing situations. Now, however, we believe 
that the approach to the small group is 
more effective when it builds upon appli- 
cation and practical experience. 

The teaching problem, then, becomes one 
of, first, exposing the fellow to the various 
work roles in groups he will be called upon 
to occupy in the future, and, second, help- 
ing him develop skills through experience 
and application of theory. 

We now approach the problem of group 
training in the following ways: (1) by pro- 
viding the opportunity to observe groups 
in which a senior staff member has some 
significant role, and discussing with the 
staff member the nature of the group and 
his approach to it; (2) by giving the trainee 
either shared or sole responsibility for work- 
ing with a community group under super- 
vision; 3 (3) by providing a training group 
experience in which fellows make use of 
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3 Fellows observe and work with such groups as 
the following: The Citizen Board of the Human 
Relations Service or one of its several working 
committees, parent discussion groups, student 
nurses at the hospital during their first three 
months of training, and consultation groups for 
secondary school teachers, clergy, physicians, and 
social workers. 
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their group meetings as grist for the mill 
in understanding group phenomena and 
their own participation in groups. The 
experience is supplemented by selected read- 
ings and lectures on theory and research 
related to events in the group.‘ 

We have found that a background in 
group therapy is useful in providing sensi- 
tivity to group behavior, as well as in pro- 
viding the necessary factor of comfort and 
security in working with groups, and skill 
in using oneself in a group. Here, too, 
however, as in the case of clinical training, 
the problem for the psychologist frequently 
is that of transfer of learning to an appar- 
ently similar but actually different situation, 
since groups enter into many different kinds 
of explicit and implicit contracts with men- 
tal health workers, only one of which is 
that of therapy. 

If therapy is not part of the explicit con- 
tract, people often are made quite anxious 
when the worker, as part of establishing 
his own membership and security within the 
group, falls back upon a well-learned thera- 
peutic orientation. 


Communication and Public Education 


The application of group and other 
methods of education and mental health 
promotion has long been a feature of the 
mental hygiene movement, and certainly 
public education is essential to the success 


and continued public support of a mental 
health agency. 
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4The training group approach is based upon the 
extensive experience of the National Training 
Laboratories in Group Development, Washington, 
D. C., and also the work of a former staff member, 
Dr. Pearl Rosenberg, in her work at Wellesley and 
the Harvard School of Public Health. 


5 An excellent example of this is the research car- 
ried out by Dr. Rosenberg with girls entering nurs- 
ing training (8). 
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Such efforts have most frequently suffered 
from vague goals and diffuseness of content, 
haphazard recruitment of participants, and 
little evaluation of impact on individual 
or community. However, by focusing the 
effort on strategic points in the life cycle, 
or at times of hazard, one may materially 
increase the effectiveness of this method’ 

Communication of mental health con- 
cepts and interpretation of agency prac- 
tices to lay and professional persons in 
the community is a basic skill area in itself. 
It involves the selected use of small group 
discussions; talks, lectures, and other large 
meeting methods; newspapers and other 
mass media; casual conversations, feed- 
back reports, etc. 

In addition to the often-stressed need 
for development of increased skill in 
translation of terms, the worker must be 
sensitive to the needs, attitudes and other 
personal factors affecting the receptivity 
of the listener. Communication is seen, not 
simply as an attempt to get across the mes- 
Sage or to create understanding, but also 
as a continuation and extension of the 
process of meeting needs and giving help. 

The trainee is given opportunity for con- 
tacts where he must communicate with 
those whose values are markedly different 
from his or those who, for other reasons, 
do not readily share his meaning. Work- 
ing in a lower-class context frequently is 
an upsetting but vitally important educa- 
tional experience for many fellows. In 
addition, trainees are exposed to the vicis- 
situdes of communication in large gath- 
erings (they help plan meetings and par- 
ticipate in them). 

Training and teaching in the area of 
communication and education is, as yet, 
the least Satisfactory because of the con- 
fused state of knowledge at both the theo- 
retical and applied levels. 
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š Administration 


At the onset the program was not pre- 
ned to develop psychologists into fully 
mined and qualified administrators. In 
face of other teaching issues, it was 
etessary to defer consideration of train- 
gand teaching approaches to such spe- 
ü problems as: relationships with subor- 
linates, other department heads, legisla- 
Wrs, governmental bodies and the like as 
well as the special skills for coping with 
fnancial problems, budgets, and alloca- 
tions of staff time. 
We were also faced with major doubts 
regarding the desirability of encouraging 
sumption of administrative roles by psy- 
thologists. While it was recognized that, 
y; ynilly, psychologists were in some in- 
Stances being thrust into co-ordinative re- 
Sponsibilities, it was questioned whether 
uch assignments derived from a recogni- 
lion of special competence by virtue of 
heir professional and scientific training, 
p; rather, from the fact that psychiatric 
o os simply were not available 
Ht many such activities at the prices com- 
Munities wished to pay. 
al the psychologists applying for 
E ee in the beginning were em- 
are 3 research, consultation, and other 
ua ealth practice areas rather than 
ration. 
| L. now that the assumption of 
Rie rative roles by psychologists should 
A ‘ea not on a basis of expediency 
the ps x w the basis of the contribution 
3 a ologist-administrator is equipped 
and, eoe to the mental health field 
a 7 the field of psychology. i 
A tt the a e area is fraught with strains, 
sition E which is the ambiguous 
icre S e Ph.D. in the professional 
in the sak our society. This is reflected 
trent concern in psychology over 
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role problems of “professions vs. science,” 
as evidenced by the rash of conferences 
and papers on the subject (4). 

However, psychologists are already ac- 
cepting primary administrative responsi- 
bilities within state and private mental 
health programs. A survey of psycholo- 
gists’ roles in mutual health endeavors in- 
dicates that 81 per cent of the 354 psychol- 
ogists responding carried some administra- 
tive responsibilites (9). 

Therefore, we have concluded: (1) That 
all fellows in this program should have 
some exposure to administrative approaches 
and problems, and (2) That specialized 
training in this area is warranted for those 
who come with the requisite background 
of postdoctoral experience. 

By carrying on administrative training 
at both levels, we are hoping to add to the 
general skills of psychologists as co-ordi- 
nators in mental health and to prepare 
specialists who may be expected to under- 
take major administrative positions or to 
develop suitable teaching of administration 
in graduate curricula. 

The enlargement of the program to in- 
clude a specialized sequence or emphasis 
upon administration for psychologists is 
based upon the conviction that psycholo- 
gists have an important and unique con- 
tribution to make. The psychologist, in 
many ways, is admirably suited to the co- 
ordination of certain mental health enter- 
prises, which, to be successful, must bridge 
the gap between medicoclinical and socioen- 
vironmental orientations, and between serv- 
ice and research points of view. 

The orientation of this program em- 
phasizes that a choice cannot be made be- 
tween the individual and his environment. 
A mental health unit cannot carry out 

research without the access to populations 
afforded by well-developed, skilled serv- 
ices but, at the same time, it cannot carry 
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out population-focused services without on- 
going inquiries into community ecology 
and other pertinent areas. 

It is hoped that a few of the psycholo- 
gists emerging from this training with spe- 
cialized exposure to administrative prin- 
ciples and practices will be in a position 
to give direction in the field according to 
this image. Such a_psychologist-adminis- 
trator will be more apt to give leadership 
to professional colleagues and to the com- 
munity as an applied social scientist rather 
than as doctor-leader in the medical tradi- 
tion. 

The presumed advantages to psychology 
fest upon much the same premises. The 
psychologist-administrator will be in a posi- 
tion to make available to his colleagues 
in clinical, social, developmental, educa- 
tional, and counseling psychology—to men- 
tion those which seem to us most obvious 
—exciting opportunities to pursue their 
inquiries individually and conjointly into 
important areas of human behavior in nat- 
ural life settings. 


Community Organization 


The implementation of a mental health 
program in a community also involves an 
understanding of the roles and functions 
of other health and welfare services, ability 
to collaborate with key allies and profes- 
sional persons, and familiarity with meth- 
ods which may be employed to help a 
community assess its needs and to define the 
relationship of the mental health program 
to the already existing services. 

Equally important is an understanding 
of the community as a dynamic social sys- 
tem having sociocultural arrangements 
which impinge upon the emotional well- 
being of citizens to promote health or cre- 
ate casualties, 

The mental health worker, whether he 
goes into a community service or research 
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operation, should be comfortable with cer 
tain aspects of community functioning and 
particularly with his role as someone fune 
tioning in and with the community. Our 
past few years of experience have made us 
aware of the confusion and anxiety many 
psychologists have as to the relatively um 
structured and complex world of the com 
munity, in contrast to the clinical or re 
search laboratory. 


A training program must acquaint and ` 


expose trainees to situations in community 


settings which will temper the above atti- ` 


tudes and which will create a much more 
dynamic and vital perspective of an alive 
community. 

This will include helping them to be 
come aware of the various forces contrib 
uting to positive and negative influences 
on actions in the community, the many 
levels of leadership in community life, the 
interactions of this leadership with hier- 
archical situations in politics and decision 
making groups. 

In toto, we expect them to see a com- 
munity as made up of people who have 
varying motivations, social roles and posi- 
tions which influence their conduct of com- 
munity affairs. 

Further, we attempt to indicate how the 


community mental health worker can func ` 


tion with these individuals with the proper 
respect for their knowledge, interests and 
position. We expect to help him grasp 
ways of working with and motivating com- 


> n 
munity groups and individuals toward 


goals having to do with community mental 
health. 


We also believe that the researcher in 


community mental health needs a thorough 


acquaintance with community in much the 
same way, so as to see the impact research 
may have on the community once it is in- 


troduced. 


A ! 
He needs to be aware of the contribu- 


ity, type) that the community, at 
can make to the research; 
eds an understanding of the ex- 

nd fears community leaders at 
evels have of research. He must 
¢ the community mental health 
instance, can help allay fears 
realistic expectations. 


Research 


n the area of research that the 
ist can make his greatest and 
ar contributions to the develop- 
mental health field. 
chologist must take the leader- 
oving the scientific bases for 
th programs, and in develop- 
ds for the evaluation of the 
the wide range of mental health 
activities. 
/ the psychologist is the only 
e mental health team with re- 
ng. We believe he has a special 
y for utilizing not only his own 
wledge and skill, but also for 
g the skills of other members 


it is important to note that 
logist may have difficulty in 
optimally creative contribu- 
irch in this field. The research 
ply skills and techniques which 
at different from those learned 
ersity setting and, in fact, may 
hiliar to the epidemiologist and 
worker than to most psychol- 


chologists are apt to enter the 
th an unduly restricted point 
garding what is “proper” re- 
this frequently makes it diff- 
m to learn methods appropriate 
and drawn from other disci- 
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Research in the mental health area is 
apt to differ in a number of respects from 
any research in which the fellow has par- 
ticipated previously. 

While this is not the place for a dis- 
cussion of methodological issues, we might 
simply list a few of the characteristics of re- 
search in community studies for which most 
psychologists require special training and 
experience. 

First, it is often broadly interdisciplinary 
in nature, with the attendant complica- 
tions of communication and methodolog- 
ical biases. 

Secondly, it is usually devoted to the 
study of phenomena in vivo, and is, there- 
fore, more likely to be limited in elegance 
and rigor of experimental design. 

Third, it is usually carried out with sub- 
jects whose needs lead them to look to the 
researcher for some form of transient or 
more sustained support or help of some 
kind, 

Fourth, if carried out under the aegis of 
some permanent mental health unit, it is 
dependent for its data upon subjects for 
whom the center is also responsible as 
members of its target population. 

Fifth, and a partial corollary of the pre- 
ceding point, feedback of research findings 
to those who have furnished the data is 
often essential, either as an ethical obliga- 
tion of the researcher, or as means of in- 
ducing desirable change based upon the 
findings, or simply because of the need 
to reduce tensions arising out of the study 
itself, in order to maintain a suitable 
equilibrium between the mental health 
unit and the community. 

The various facilities of the program 
enable the fellows to receive training in 
appropriate research methods in a variety 
of settings, ranging from the exclusive 
research orientation of the Center for Com- 
munity Studies to the more service-based 
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operations of the Wellesley Human Rela- 
tions Service. 

These characteristics of research in the 
mental health field make it essential that 
the psychologist acquire increased under- 
standing of, and respect for, the diverse 
research approaches which are contributing 
to knowledge in this field and are being 
applied by physicians, social psychologists, 
sociologists, anthropologists and epidemi- 
ologists. 


In regard to research, it is well to note 
that the service skills themselves have sig- 
nificance, not only for help-giving, but also 
for the enlargement of our understanding 
of the processes involved in man’s adapta- 
tion to his environment. 

As suggested earlier, mental health con- 
sultation can be a potent tool leading to 
significant change in an administrator, a 
teacher, a child, and even an entire class- 
room or school. It is, however, an even 
More potent tool for gaining access to the 
intricacies of the school environment and of 
a social system, in and out of crisis, 

Similarly, the other skill areas create 
for the worker in this new field an un- 
precedented opportunity to gain access 
to family units, neighborhood life, organiza- 
tions and institutions, and, indeed, to some 
of the complex forces and values operating 
in the community as a whole. 

Perhaps at this point we are about where 
the psychoanalyst stood at the turn of the 
century, as he prepared to explore the in- 
tricacies of personality. Just as the patient 
sanctions such exploration in return for 
possible help from a new method of treat- 
ment, so are groups, organizations and com- 

munities beginning to sanction explora- 
tions in community mental health, in re- 
turn for possible assistance with many 
troubling concerns, 
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FLUID STATUS OF THE FIELD 


Lest the foregoing summary of underlying 
philosophy and techniques imply a stable 
and satisfactory theoretical framework, let 
us hasten to acknowledge that at present 
there is no generally acceptable systematic 
body of knowledge that encompasses the 
field of community mental health. Our 
present statement represents a formulation 
which has been productive but which ñ 
continuously changing, in line with our 
widening experience. 

It is understood also, in terms of our 


relation and responsibility to the commu 


nity, that operation and practice cannot 
wait for the slow and orderly develop 
ment of proved knowledge, but must fre 
quently be based on intuitions and best 
guesses. The only solution here is to re 
main continually aware of the nature of 
the assumptions and make them explicit 
—Pparticularly to students and fellows. 

This aspect of the training not infre 
quently presents a period of difficulty for 
the fellow who for one reason or another 
—perhaps by the general enthusiasms char- 
acterizing the field—expects to learn the 
answers rather than the questions. 

Clearly the field at present is not for 
the “practitioner” but rather for the “it 
vestigator,” whose methods and theories 
are but stepping stones to further insight 
and knowledge. 


PROFESSIONAL IDENTITY 


The problem of professional identity has 
presented considerable difficulty during the 
rapid development of the training program- 

Initially, influenced by the remarkable 
esprit de corps of the interdisciplinary 
Wellesley Project, we conceived of the 
possibility of a new profession of com 
munity mental health workers. The last 


x 


' experience with the psychology, 
' and social work program has 
‘the improbability as well as the 
of this. 

ance of the maintenance of 
rofessional identity began to as- 
early in the second year of the 


g interdisciplinary setting, the 
ng “core curricula” and the initial 
‘on broad minimal experience in 
is of the program for each fellow 
o imply an equivalence of function 
professions. This raised con- 
the older and more experi- 
s as to differences in previous 
nal training and differential com- 
; and—among younger fellows 
wn professional identity was either 
defensive—concerns of “who and 
a I?” These concerns frequently 
d themselves in terms of the famil- 
vs. research” conflicts. 

with this problem among the 
By fellows, regular but informal 
‘of fellows and key staff psycholo- 
started, with this problem form- 
r theme. The meetings proved 
at both the emotional and in- 
levels, and they led to a formula- 
‘preferred model for the psychol- 
field. 

del was discussed by two of 
, Sidney Gelfand and James 
n article in the American Psy- 
. In brief, they believe that 
ms of community mental health, 
above, as well as the unique 
° psychologist are best served 
ituation of the psychologists’ 
titude and orientation toward 
This role demands psychologists 
ining in the skills necessary for 
nary research. 
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In addition to being skeptical of dogma 
and capable of posing the right questions, 
they must be able to communicate their 
concepts to the other disciplines. They 
should be able to convey their ideas and 
attitudes to others in a positive manner, in 
order that they will be stimulated to re- 
examine concepts whenever new evidence 
becomes available. 

Perhaps the most important contribu- 
tion psychologists can offer is to help make 
explicit those assumptions which underlie 
the activities in this field. 

Out of this model of the scientist-profes- 
sional psychologist has come the differential 
emphasis of the program for psychologists, 
not only on research but also on adminis- 
tration, since it is our belief that the psy- 
chologist should assume a more prominent 
role in administration and leadership. 

The identification and concern of the 
mainstream of psychiatry and social work 
with illness and pathology is a handicap 
which the psychologist does not have in 
his approach to behavior. Leadership by 
the scientist-professional psychologist can 
help to direct the mental health field to 
the health orientation we believe so cru- 
cial to further development, and away 
from the pathology perspective which still 
characterizes most community mental 
health activity today. 

Similar techniques have been utilized to 
deal with the identity problem among the 
psychiatry and social work fellows. The 
objective is to assist each fellow in de- 
veloping and maintaining his unique pro- 
fessional identity in an interdisciplinary 
team setting, while at the same time en- 
couraging maximal interplay and co-opera- 
tion through the joint core curricula and 
an improved awareness of the facets and 
competencies of the other professionals. 

The maintenance of unique professional 
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roles docs not mitigate, however, againu 
the 
` 


ticum agencies. Perhaps this might best be 
started in terms of better interdepartmem 
tal planning and programming at the uak 
versity. In our brief experience, fellow 
who were products of some such inter 
departmental programs were by far the 
better-prepared, 

In terms of our professional model, it Ë 
at the predoctoral level that the core idem 
tity of scientist should be formed. The 
total absence of university interest in the 
community mental health feld during 
the first years of our training program wat 
a disheartening state which hampered we 
lection of both postdoctoral fellows and 
predoctoral interns. 

While the training program has bees 
developed primarily for specialization at 
the postdoctoral level, we not only be 
lieved from the beginning that it was adapt 
able for predoctoral internship; we also be 
lieved it offered advantages over the usual 
internship program. Among these advam 
tages are the experience with the complete 

continuum and an carly © 
as to a health and prevention orienta 


For several years predoctoral internships 
Were given but were finally withdrawn 
because of insufficient interest to gual 
antee top quality appointments. We re 
alize now that the effort was premature 
and that it ran at odds with the prevalent 
university clinical program. a 

The interns reflected this pattern in 
their own definition of needs. They were 
anxious lest they not get a sufficient num- 
ber of cases “worked up,” and there was 
an overvaluation of Wechslers and Ror 
igs as if they were the key professional 


On the other hand, there were faculty 
and students of educational and 
personality programs, with strong interest 
whom we would have liked to have aÇ 


ere unable to do so since the 
terms of the Public Health 
were limited to students of 
lini programs. 
ly the tide has started to change 
Aber of University departments 
fed interest in developing basic 
ms which promise a far 
ve background than current 
aration. 
o our own program, a promis- 
hing has been made with the 
sonality Studies at Harvard 
hich, in conjunction with the 
Í program discussed here, is in- 
comprehensive predoctoral 
for the young psychologist inter- 
he broad spectrum of the prac- 
ory of change—from individual 


of more university interest 
ent in this burgeoning field, 
, improvement in com- 
co-ordination between uni- 
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ALEXANDER TOLOR, Pa D. 


The personality need structure of 


psychiatric attendants 


seems desirable to extend this line of im 
vestigation to the personality of the at 
tendant. 

An understanding of the subtle ways in 
which the needs of patients and attendants 
either complement or oppose cach other 
would be of vital concern to all who are 
interested in enhancing the beneficial effects 
of a therapeutic community. 

Based on the assumption that personality 
needs contribute toward one’s choice in the 
selection of a job, and predicated on the 
belief that working as an attendant pet 
mits one to actualize a specific constellation 
of needs, it was hypothesized that a group 
of attendants would exhibit a different 
configuration of personality needs than 4 
group of control Ss. 


METHOD 


The Edwards Personal Preference Schedule 
(EPPS) (1), an objective test yielding meas 
ures of 15 normal personality variables ha 


fin in a list of manifest needs 

H. A. Murray (2), was admin- 

) psychiatric aides at Fairfield 
1 


inating those Ss who failed to 

th the directions satisfactorily, 
were scored. Some additional 
to be discarded on the basis of 
dents’ scores on the Consistency 
$ measure provides informa- 
to whether the S is responding 
ms by chance alone. 

the Consistency variable are 
bf a comparison of the frequency 

th identical choices are made in 

same 15 items. In this case, 
lable were less than 10 were 

m further consideration. 

‘ psychiatric aides met the 
f inclusion in the experimental 
here were 33 male and 40 fe- 
the mean age for the male aides 

tars (S.D. 12.44), for the female 

S years (S.D. 10.28). In education 

a grade range of 7 to 16 

d, the mean grade com- 

male aides being 10.4 grades, 

Hale aides 10.6 grades. None of 

f educational differences between 


l, Edwards’ (1) normative sam- 
Male and 4,932 female house- 


s used. This represents a na- 
Sample covering rural and urban 
B states. Means and standard de- 
n each variable are presented by 
or this normative group for each 
is of the data called for com- 
s of the differences in mean 
on each of the 15 personal- 
by the psychiatric aides and 
ult sample, Since the norma- 
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tive data show that there are sex differences 
associated with some of the variables, the 
comparisons were made in cach case 
between Ss of the same sex. 


RESULTS 

Table 1 presents data concerning the per- 
formance of psychiatric aides and control 
Ss on the Edwards Personal Preference 
Schedule variables. With respect to the 
male samples, the attendants differ from the 
normative group beyond the .01 level of 
significance on 2 of the 15 variables, 

In the case of another variable, signifi- 
cance nearly attains the .05 level. Male 
attendants are found to be lower on the 
average in Autonomy and higher in Intra- 
ception and Endurance as compared to the 
control sample. 

The female attendants differ from women 
in the general population on a considerably 
greater number of personality needs than 
do the male attendants from males in the 
general population. 

Significant differences are obtained at 
the .05 level or beyond on six of the 
variables, namely, Deference, Autonomy, 
Affiliation, Intraception, Succorance, and 
Endurance. 

On two additional variables, Dominance 
and Heterosexuality, the .05 level is almost 
attained. 

With respect to the directionality of these 
differences, the table indicates that female 
psychiatric attendants score higher in Def- 
erence, Intraception, Dominance, and En- 
durance and lower in Autonomy, Affilia- 
tion, Succorance, and Heterosexuality when 
compared with the normative sample. The 
number of statistically significant differ- 


——— 
1 The co-operation of Mrs. Rose Lee Adams, direc- 
tor of the Nursing Department at Fairfield State 
Hospital, in obtaining these psychiatric aides is 
gratefully acknowledged. 
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TABLE 1 


Comparison of psychiatric attendants with Edwards normative sample 
on the variables of the Personal Preference Schedule 


Male Females 
Attendants Normative sample Attendants Normative sample 
N=% (N=4081) (N=10) (N=4932) 
Variables Mean SD. Mean SD. Mean SD. Mean 5D. 
Achievement M72 391 MI LN 13.69 5.15 13.58 3.95 
Deference 15.09 4.10 ë MI9 3.91 16.40 2.60 14.72 3.84 
Order 15.67 448 14.69 487 16.40 3.68 15.59 4.57 
Exhibition 15.18 443 12.75 3.9 11.20 3.30 11.48 53.8 
Autonomy 10.85 3.9 14.02 4.38; 10.63 3.80 12.10 4i 
ABiistion m. 315 14.51 4.32 14.2 3.84 17.76 4.15 
Intraception 16.61 4.70 14.18 4.42; 17.70 3.65 15.28 4.13; 
Seccorance 9.70 4.99 10.78 4.71 11.85 3.18 12.86 4.55f 
Dominance 14.79 4.46 14.50 5.27 11.50 4.15 10.24 4.7% 
Abasement 14.06 4.76 14.59 5.18 17.20 4.67 16.89 4.88 
Nurturance 15.88 4.43 15.67 497 17.78 3.00 18.48 4.43 
— 12.91 5.50 18.87 4.76 15.55 4.23 15.99 4.78 
i 18.39 4.85 16.97 4.90° 18.23 4.15 16.50 4.66 
Heterosexuality 1.73.. 7.18 HMH 7.9 6.75 4.55 8.12 6.59° 
Aggromon 12.12 5.24 13.06 4.60 10.60 4.21 10.16 4.37 
` © The means differ almost at 05 level. 
$ The means differ at 05 level or beyond. 
1 The means differ at 01 level or beyond. 


ences obtained exceeds the number that one 
might expect on the basis of chance alone. 
DISCUSSION 

The results provide support for the hypoth- 
esis that both male and female psychiatric 
attendants possess a different constellation 
of personality needs than do male and fe- 
male control Ss. The specific findings ob- 
tained seem to point to the following dis- 
tinguishing characteristics in the male 
attendant: 

(1) He is inclined to analyze his own 
motives and feelings; he attempts to under- 
stand how others feel and tries to em- 
pathize with them; he tends to judge others 
on the basis of their motives rather than on 
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the basis of their actions; and he is inclined 
to analyze the behavior of others; 

(2) He is able to persist at a task until 
its completion and to work diligently; also, 
he is not easily distracted; and 

(3) He tends not to come and go as 
desired or to say what he thinks about 
things; he tends to be relatively more dè 
pendent on others in making decisions and 
to do the conventional; he tends to conform 
and to assume responsibilities. 

The female psychiatric attendant po% 
Sesses not only the personality characteris 
tics already described for the male attend 
ant, but also the following: 

(1) She tends to get suggestions from 
others, to follow instructions, to conform 


thers, to be supportive, and let 
e decisions; 

thas less need to make many 
o share freely with them or to do 
friends rather than alone; she 
"form as strong attachments or 
much of a need to participate in 
as the general population; 
loes not have a strong need to be 
‘others, to seek encouragement 
or to receive a great deal of 
from others; 
desires to make group decisions 
garded as a leader; she wishes 
arguments and disputes between 
d to supervise others; and 
‘tends to have less of a need to 
vith members of the opposite sex 
sexually excited than do 
in the general population. 

extract from these descriptions 
presentative personality con- 
the average attendant. The 
articularly if a female, would 
ed as a hard-working, responsible, 
Wg, introspective, dependent per- 
Stelatively disinterested in gain- 
‘Support or in satisfying personal 
Mld speculate on the degree to 
attendant’s role on the job per- 
tualization of these manifest 
the extent to which the realities 
(i.e, the role the attendant is 
Play) help shape this configura- 
Perhaps both of these factors 
determine the results obtained. 
Y aspect of the findings should be 
ed upon: it appears as if the aver- 
attendant’s predominant need 
'utonomous relationship and 
deferential style of life stands 
ast to her strong dominance 
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This apparent conflict of needs could con- 
stitute a basis for possible adjustment diffi- 
culties and anxieties. On the other hand, 
both sets of needs might find socially ac- 
ceptable expression on the job within their 
respective settings; the deferential, nonau- 
tonomous needs through the relationship 
with nurses, physicians, and other supervi- 
sory staff; the dominance needs through the 
attendant's relationships with patients, 

Taking another view of the emerging per- 
sonality configuration for attendants, refer- 
ence might be made to the fortunate com- 
patibility between the attendant’s general 
needs, irrespective of their exact evolution, 
and the demanding requirements of the 
attendant’s job. 

The job usually does place a premium on 
the acceptance of orders and the subordina- 
tion of autonomous wishes for the sake 
of a smoothly operating system. 

In addition, the attendant should be 
interested in underlying motives of patients 
and not just in their overt behavior. He 
or she often must be able to sustain efforts 
over long periods of time with little in 
the way of tangible rewards. 

Moreover, the attendant must be able to 
subordinate her own needs for affection and 
social support and be a source of such 
gratification to others. Sexual needs cannot 
be allowed to intrude upon patient relation- 
ships. 

Finally, the attendant must be able to 
make group decisions and take command 
in case of emergencies in order to accom- 
plish the job properly. 

In this connection it is of interest to 
compare the personality needs of attendants 
with those of nurses. Navran and Stauf- 
facher (4) found that general medical and 
surgical nurses have higher average scores 
in Deference, Endurance, and Order than 
a normative sample of college women. 
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It will be recalled that in this study 
female attendants received higher average 
scores when compared to a normative gen- 
eral adult female sample on two of these 
variables: namely, on Deference and En- 
durance. A similar correspondence between 
nurses’ and attendants’ general needs is 
suggested by the fact that both nurses and 
female attendants score significantly lower, 
on the average, on the variables of Auton- 
omy, Affiliation, and Succorance than their 
respective normative samples. 

Further evidence for the presumed pres- 
ence of a relatively similar personality con- 
figuration for members of these two helping 
disciplines comes from the fact that neuro- 
psychiatric nurses exceeded the general 
medical and surgical nurses in Intraception 
which is the very same variable on which 
the attendants did so well. 

These findings are, of course, limited to 
the sample of psychiatric aides at one state 
hospital and to aides who complied with 
test instructions and responded in a con- 
sistent fashion to the EPPS. Broader gen- 
eralizations would have to await replication 
of results with other groups of aides drawn 
from diverse geographical areas and taken 
from various types of institutions differing 
in such characteristics as size, sponsorship, 
patient-staff ratio, etc. 


SUMMARY 


The constellation of personality needs in 
the psychiatric attendant was studied b 
administering the EPPS to 100 attendants 
in a large state hospital. 

The protocols of 73 attendants were us- 
able and were compared with Edwards’ 
large normative male and female samples. 
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It was found that male attendants scored 
significantly lower, on the average, in Au- 
tonomy and higher in Intraception and 
Endurance. The female attendants showed 
a much larger difference in need profile 
than the male attendants when compared 
with their respective control groups. The 
female aides scored higher in Deference, 
Intraception, Dominance, and Endurance 
and lower in Autonomy, Affiliation, Succor- 
ance, and Heterosexuality. 

The results were interpreted as support- 
ing the hypothesis that these psychiatric 
attendants exhibit a different pattern of 
personality needs than the general popula- 
tion. 

The discussion revolved around the pos- 
sibilities that the attendant’s role permits 
the actualization of these manifest needs 
and that the realities of the job help shape 
this configuration of needs. The similarity 
of needs displayed by psychiatric nurses 
and attendants was also commented upon. 
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The functions of day-care 


for disturbed adolescents 


1 


Along with small inservice units whose 
inica] philosophy is oriented to such con- 
ps as the “therapeutic community” and 
iu therapy,” the “half-way house,” and 
the “aftercare clinic,” the day hospital rep- 
a another of the exciting post-World 
j opments in psychiatric treat- 
rehabilitation procedures. 
Day-care is of special interest if only be- 
E stands midway between the tradi- 
A p sent and inpatient organiza- 
a ie services. And for the 
b. 4 x disturbed adolescent, who 
o 1 P Pipas the natural de- 
X A of childhood and the independ- 
Bore a of adulthood, day-care- often 
on p qualities of both traditional 
e the defects of neither. A 
a eo hand, it is more economical 
? S than hospitalization without 
Provides Sale On the other hand, it 
ed more constant and intensive 
the hi well as a wider variety of 
Bec an do outpatient services. 
ver, the perennial concern to dif- 


ferentiate categorically between psychiatric 
treatment and rehabilitation is often muted 
by the tendency for the day-care situation 
to combine the two in practice on an in- 
dividualized, moment-to-moment basis. 

This paper is based on the first six 
month’s experience with adolescents in the 
day-care program at the Butler Health Cen- 
ter in Providence, R.I. 

The Health Center is the successor to 
Butler Hospital, one of the oldest private 
mental institutions in the country. The 
hospital was closed for financial reasons 
in 1955 and reopened with a new program 
offering a wider variety of services in 1957. 
Today it operates a 40-bed inservice unit 
and an outpatient department in addition 
to the day-care program. 

In connection with the latter, the Health 
Center is engaged in a five-year demon- 


A eed a et asna saaaa 


Dr. Pfautz is co-director of the Butler Health Cen- 
ter project described in this paper. He is also 
associate professor of sociology, Brown University, 
Providence, R. I. 


223 


AGE G vosas) 


C//exzTs 
C.N. 


X.S. 


Rereraal; 


Fie. 1 --. Samele P: 
> Cheats ith Vo 


stration and research project in co-opera- 
tion with the Rhode Island State Division 
of Vocational Rehabilitation. This proj- 
ect is supported in part by funds from the 
U.S. Office of Vocational Rehabilitation. 

The demonstration aim is to establish a 
day-care program for mentally and emo- 
tionally disturbed adolescents, ages 15 to 
21 years, whose illness constitutes a voca- 
tional handicap or prevents continuation 
in school. 

Collateral objects are to assist the de- 
velopment of an informal inservice train- 
ing program for state vocational rehabili- 
tation counselors, as well as research into 
the psychiatric and sociocultural aspects 
of dependency, and the range of person- 
ality types and life crises which precipitate 
motivational and adjustment problems in 
the client group.t 
1OVR Grant No. RD-550-60: Director, Charles H. 
Jones, M.D., superintendent, Butler Health Center; 
co-director, Harold W. Pfautz, Ph.D., associate 
professor of sociology, Brown University; Mr. George 


Moore, chief, Division of Vocational Rehabilita- 
tion, Rhode Island State Department of Education. 
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Eeay of Psychinjnic ServicéS 

One way of appreciating the functional 
flexibility of day-care psychiatric treatment 
rehabilitation services is to observe the 
variety of points in the treatment histories 
of our young clients at which day-care has 
been employed. 

Further, given the poignant character of 
the conflicts and problems which character- 
ize the adolescent phase of personal devel- 
opment in American culture, it is possible 
that day-care rehabilitation services até 
uniquely functional. ‘Thus, direct trans- 
ferral from inservice to home and commu 
nity may be much more traumatic for the 
adolescent than for the adult. 

In any case, an analysis of the treatment 
careers of a group of 19 adolescents “a 
have participated in the Health Conte 
day-care program will illustrate the Tang 
of functions performed. a 

Our day-care program has served thr 
broad categories of adolescents: i 

(1) Those who have had no previous for 
mal record of emotional difficulty, ior 
whom day-care constitutes the first conta’ 
with psychiatric services (see Figure 1); 
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(2) A second group who have had pre- 
us psychiatric treatment in the form of 
vidual psychotherapy either on a pri- 
€ basis, in connection with a social wel- 
agency, or on a hospital outpatient 
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(3) Those young people who have been 
hospitalized in a mental institution at some 
time previous to their participation in the 
day-care program (Figure 3). 

This last category of clients can be fur- 


ice (see Figure 2); and ther subdivided as follows: 
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d adolescent clients who have had 
recent imervice treatment, day-care func- 
tions essentially as a rehabilitation 

acting as a bridge to involvement in family 
and community contexts and 


daycare program for adolescents based os 
brief summaries of concrete cases follows 


(1) A direct alternative to hospitalization 


CN. is an cighteen-year-old white male of bigh 
average LQ, He was referred to the State Divisies 


lady high school career, 


The parents complained that CN. did not ge 
Out with girl, was very demanding, drank vet 


quantities of milk, and refused to finish high 
school, walking out just three weeks before be 
was to graduate, 


He was living at home with his parents, them 
older brothers, and a younger sister. After leaving 
school he failed at two job efforts and began 1 
spend most of his time watching T.V.. sleeping 
or hanging around the local pool room 

The family reacted with anger to his Gilet 
“to grow up and get out in the world like a mam” 
in turn, reacted with obstinate, obse 
and increasing withdrawal. 

When interviewed, C.N. reported that he f 
experienced his present symptoms as carly as tht 
eighth grade, when he suddenly felt that all e 
his classmates were laughing at him. He bepa 
to perspire profusely and felt that a white, stich} 
substance covered his eyebrows and forchead and 
that this was the object of his classmates’ derisiom 

He did not relate his fears to any member of tbe 


going to die momentarily, and so forth. 

Interviews with the mother brought out the fact 
that he was overprotected as a child and kept 
away from other children because of his 


A full five-day day-care program with individual 
was recommended. The forme 
Sought to get the boy away from family pressure 
and to provide a more accepting setting during BË 
current turmoil; the latter was oriented to 
through his 
problem. | 


service 


l capacity. He was referred to 
n of Vocational Rehabilitation by 
latrist and Butler staff associate who 
hg the boy on an outpatient basis. 
the second child in a family of six. 
1 & minister, and his mother has been 
@bout M.D. since his third year in school. 
iit he began to have difficulty with his 
his capacities. 
er consulted a number of agencies and 
the father did not agree that the boy 
Mrapeutic help. When the family moved 
York City to Providence, M.D.’s per- 
tinued to decline In 1956 his mother 
State Mental Hygiene Clinic, where 
Seen as a basically hostile child who 
mother’s strict control and who re- 
Of school failure. 
at the request of his father, he began 
Mtpatient psychotherapy. This treat- 
$ interrupted; M.D. gave up school 
time performing various odd jobs, 
-time position as a church musical 


een by the day-care examining psychia- 
handicapped in his ability to form 
With other young people. The diag- 
ssion was adjustment reaction of ado- 

Personality trait disorder with com- 
Day-care for a trial period was 


fies the type of adolescent client 
patient psychotherapy proved inade- 
at the same time, was not sufficiently 
Mite hospitalization. 

will 


had been an alcoholic and who 
Mother in New Mexico until he 


Mother to come to Providence to 
Son, in order that the artist might 
native talent for painting. 
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artist increased his demands on the young boy to 
give up such normal developing interests as sports 
(becoming extremely upset over the boy's activities 
in the local Boys’ Club) insofar as these conflicted 
with the artist's aspirations for M.E. 

The mother obtained a job taking care of an 
invalid and “lived in.” This left M.E. more or 
less alone in the artist's home. There was some 
question about a homosexual incident with the 
artist; the boy became troubled; and his school 
work declined for he was increasingly truant A 
neighbor who rented an apartment in the artist's 
home became concerned and referred the boy to 
Big Brothers. 

But before counseling arrangements could be 
made, an incident—variously described as “rape” 
and “indecent exposure’—in connection with a 
visitor of the neighbor's occurred. M.E. was ar 
rested and sent to the local general hospital 
where, just before he was to be discharged, he 
began again to act out. He was immediately 
transferred to the State Hospital for Mental 
Diseases. 

At the general hospital, M.E. was described as 
lethargic, incoherent, and withdrawn. Under 
Amytal he expressed fears of being hypnotized and 
of having his mind read by others. He remained 
at the state hospital for approximately six months 
and underwent a full course of 20 electroshock 
treatments without remarkable improvement. 

He was later started on tranquilizing medication, 
showed improvement, and was granted ground 
privileges as well as transferral to an open ward. 

Big Brothers referred him to the Division of 
Vocational Rehabilitation toward the end of his 
stay at the hospital. He was seen by the day-care 
examining psychiatrist as undergoing an acute 
schizophrenic reaction. 

M.E. came to the Butler Day Program directly 
from his stay at the state mental hospital. He 
made an attempt to return to school after a sum- 
mer on the day program. This failed, and M.E. 
returned to day-care early in September. 

For this young man, the basic function of the 
day-care program is a direct follow-up and reha- 
bilitation effort after inservice treatment. The 
day-care situation not only removes the boy tem- 
porarily from his more or less ineffectual mother 


. and provides an opportunity to form relationships 


with more adequate adult figures; it also allows 
him to test out the gains made during his inservice 
treatment through informal socialization in a non- 


threatening context. 
Arrangements have recently been made for M.E. 
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to attend the Saturday morning classes at a local 
art school. This provides another rehabilitative 
context once-removed from day-care. 


(3b) Refuge and follow-up 


K.E. is a fifteen-year-old white male with a 
lengthy history of behavioral and emotional malad- 
justment. He has had a history of poor school work 
since 1951 when he first entered the local school 
system and became known to the Providence Child 
Guidance Clinic. 

Early complaints centered around his being 
sulky, stubborn, aggressive, and antisocial. 

During his early years his mother had a full- 
time job and his father was away in military serv- 
ice. His parents were divorced when he was three- 
years-old and his mother remarried when he was 
about six years of age. 

He feels rejected by his stepfather, who has not 
paid much attention to the boy; his mother was 
seen as a “cold, unforgiving, and punitive woman 
who was very much interested in unloading the 
boy on someone else so that she could return to 
work,” by the Vocational Rehabilitation Counselor. 
Needless to say, there is constant friction between 
the boy and his mother. 

Between the ages of seven and ten he was an 
inpatient at the Emma Pendleton Bradley Hospital 
for disturbed children. Bradley reported that K.E. 
benefited greatly from both individual psycho- 
therapy and medication and that his mother was 
helped by the casework she received. 

The prognosis was regarded as quite favorable 
when K.E. was discharged from Bradley in 1947 
at the age of eleven. However, the boy failed to 
make a good school adjustment, was placed in un- 
graded elementary school and later transferred to 
a similar class in junior high school because of 
his age. 

He made little progress and is presently able to 
read only at the equivalent of grade 1.4. He left 
school in the spring of 1960 and began to spend 
his days looking at television or just “stargazing” 
at home. 

K.E. was referred to the Division of Vocational 
Rehabilitation by the Cranston Child Guidance 
Center but could not be accepted until he reached 
the age of fifteen. At this point he was picked 
up by the State Division of Vocational Rehabilita- 
tion and referred to the Health Center for diag- 
nostic evalulation. 

K.E. was seen by the Butler psychiatrist as “a 
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threatened and frightened youngster who defends 
himself by means of his feelings of inadequacy” 

The recommendations were: (a) intensive case 
work or even individual therapy with the mother 
as the cornerstone in the final outcome and (b) 
a three-month trial period of the day program, 
five full days per week, plus at least two hours a 
week of individual psychotherapy. 

Treatment and rehabilitation were seen as in- 
volving a period of nine months or more and in- 
volvement in an adolescent group at a later point 
in K.E.’s day-care regime. 

Day-care for K.E., in other words, constitutes a 
delayed follow-up after previous hospitalization 
well as providing a supporting setting for a young 
man who is ill-prepared to deal with the problems 
and conflicts that beset the adolescent. 


(3c) Testing ground 


T.S. is a fifteen-year-old white female. Her 
mother died when she was one and one-half years 
of age. Cared for by a nurse, by a succession of 
foster mothers, a grandmother, a boarding school, 
and finally, a maid, T.S. became extremely dis- 
obedient, spit out her food, exhibited tempéf 
tantrums, and so forth. f 

She spent approximately one year as an inpatient 
at the Emma Pendleton Bradley Hospital for dis- 
turbed children when she was three-years-old and 
was discharged as improved. She then went t0 
live with her father who had remarried, but her 
new stepmother did not prove to be understanding: 
accepting, or able to cope with T.S. j 

Her symptoms reappeared and she was napi 
ized again in 1957—at Bellefaire in Cleveland à 
the age of twelve—under the auspices of the Jen, 
Children and Family Service Agency of Provide 
Bellefaire proved unable to help her, and in i 
same year she became an inpatient at the Hea 
Center. 

Her history from this point on is one of 
stant alternation between inservice and day 
Between September, 1957, and January, 1958, 
showed marked improvement as an inpatiea i be 
became interested in herself as a girl, began to oa 
with care, was oriented to popular songs 
singers, and went home for Christmas. 

After 116 days on inservice, T.S. wa nto 
to day-care. Within a week she began eS a 
act out in a destructive fashion, became p in- 
ageable, and after 13 days was renin im 
patient status. Once again she began to 5 


a con 
„care 
she 
she 


s transferred 


wement; she quieted down, engaged in group 
«tivities, and talked with her therapist and staff 
After 17 days of inservice T.S. was again trans- 
ed to day-care. She did well on the day pro- 
m from late February, 1958, until early August, 
‘when she had progressed so far that she was allowed 
go to a day camp. At camp she became with- 
, ran away several times, was returned to the 
ay program where she continued her acting out 
d was once more hospitalized. 

TS. remained on inservice from early August, 
#8, until late September. She again improved, 
md it was decided that further inservice would 
ot increase her level of adjustment, so she was 
Once again transferred to day-care. She has been 
in the day program since October, 1958, and has 
Mown steady improvement. 

In November, 1960, T.S. was referred to and 
‘cepted as a client by the State Division of Voca- 
fonal Rehabilitation. At the time of her first 


Pirenic reaction, catatonic type. Her inservice 
matment involved both tranquilizing drugs and 
adividual psychotherapy. The social agency which 
š been financially supporting her treatment made 
the referral to the Division of Vocational Rehabili- 
Mon and has continued to see her father and step- 
Mother in casework. 

Despite her lengthy psychiatric treatment history 
MA severe difficulty, T.S. has shown remarkable im- 
Movement. Her psychiatrist on the day program 
‘Keently wrote the following recommendation to the 


division of Vocational Rehabilitation: 
, 


It is obvious at this point that an attempt to 
femand school attendance on a full-time basis 
Would certainly result in failure because it would 
St off a panicky reaction and therefore regres- 
Sion. T.S, is dependent on this day-care program 
itendance and she seems to be willing to try 
School as well. Our social worker has contacted 
the Park View Junior High School and appar- 
5 be they are willing to follow our recommenda- 
s could now start attending one hour or 
q Bia. one-half hours daily with the under- 
i ng that she is not being placed there with 
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the emphasis on learning academic material but 
rather as a first step towards accepting the en- 
vironment and relationship with the group. 

She should continue with attendance at the 
day-care program at Butler on a part-time basis 
until the transition can be completed. 


T.S. is an excellent example of another function 
of the day-care program for disturbed adolescents 
who have had a previous and lengthy history of 
mental hospitalization; id. it provides a testing 
ground at various points in the inservice career. 

Our experience to date would seem to 
confirm the wide variety of functions that 
day-care treatment and rehabilitation can 
perform for emotionally disturbed adoles- 
cents. 

Of course, in any specific case, day-care 
may be somewhat of a compromise rather 
than an ideal prescription. Thus, com- 
munity pressures in particular instances— 
a concern to take a client out of a poor 
home situation or to provide a probation 
situation acceptable to the court—are some- 
times factors which operate in addition to 
specifically psychiatric considerations in 
day-care prescriptions. 

Again, in connection with clients of lim- 
ited means, day-care may be tentatively 
employed as a substitute for inservice, al- 
though the latter may be the ideally indi- 
cated treatment. 

Finally, for many of our young clients, 
we are coming to see the day-care prescrip- 
tion less in short-run and more in long-run 
terms. In other words, we expect some of 
them to return to the Day Program one or 
more times after their first admission. 

Doubtlessly this sporadic pattern of re- 
habilitation services is related to the re- 
current crises of adolescence with which 
our clients are so ill-prepared to deal. 
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KILTON STEWART, Pu.D. 


The dream comes of age 


Working on the theory that the dream 
universe is subjective and that the dream 
process, therefore, reveals man’s inner struc- 
ture and forces, the writer has carried on 
a cross-culture study of dreams and dream 
interpretation for the past 30 years. Where 
possible, projective tests and mental tests 
were obtained from the subjects who con- 
tributed their dreams. 

Starting in 1928 with the study of the 
Negritos of Luzon, Philippine Islands, 
the writer found that the boys were di- 
rected to have a series of dreams of their 
fathers following the deaths of the latter. 
In this series of directed dreams, the boys 
received instruction and advice from the 
dream images of their dead fathers. One- 
hundred sixteen subjects were investigated. 
Without exception, they reported the char- 
acteristic dream sequence. 


Dr. Stewart is a psychoanalyst practicing in New 
York City and Philadelphia. 
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Later, the writer made collections of the 
dreams of the children of the Utah State 
Training School during a year of r 
work at that institution. The next year 
he made a similar collection of the dream 
of the five racial groups brought int 
Hawaii as laborers. At that time he was 
a research fellow at the Psychology Clini 
of the University of Hawaii. Since that 
time, he has made similar studies in Japa™ 
China, Formosa, Indonesia, Fiji, New 
land, Australia, Malaysia, the Near East 
Africa, the West Indies, and the Americ 

The “parent” dreams occurring 
the Negritos suggested the postulate that 
the dream process is highly amenable to 
direction, suggestion, example, and ot 
types of education. The instituuona’ 
types of dreaming reported by ethnol 
and historians furnish rich support for 
postulate, 

The vision quest of the Indians r jo 
American plains, the vision series ° 


fest Coast Indians, the healing herb 
‘of the Bantu scattered all over 
the shamanistic dream pattern in 
Formosa, and other places, and 
n temples of the ancient Greeks 
are but a few examples, 
the writer presented a thesis 
faculty of the University of London 
accepted as partially fulfilling 
quirements for a doctorate. In 
is, the institutions of three preliter- 
es were delineated, compared, and 
ated in order to determine the 
tive factors which caused the dream 
$ to evolve along divergent lines in 
societies. 
is established the hypothesis that 
aherited resources of the individuals 
se three groups available for creative 
ng and problem solving—asleep and 
dependent on their person- 
which, in turn, were largely 
by culture, especially by the 
ted social process. 
$ inner structure is revealed as the 
dual remembers and tells his dreams. 
ream action represents the working of 
d. The dream characters consti- 
is instruments of thought, feeling, 


Comparing the dreams of children 
fatious age levels of different groups, 
in observe the manner in which the 
«tive cultures are moulding the per- 

ty structure. 


This process of comparing the 
and test results of various age 
$ was undertaken for the Negritos 


es and prayers to the terrifying 
acters of his children. From 
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year to year the children’s dreams become 
more cluttered with uncontrollable dream 
characters which push the dreamer around, 
This same thing happens among the Yami 
where the adults pray to the good gods to 
protect their children from the bad dream 
characters. 

This type of dreaming obviously releases 
emotional energy, but it does not simplify 
or unify the personalty; nor does it make 
the dream characters work for the dreamer, 

The dream thinking—or mentition—fur- 
nishes an emotional spillway, an escape 
mechanism which seems to protect the 
vital rhythms and self-regulating center 
from the internalized sociophysical en- 
vironment. 

Yet, after adolesence, as the individual 
must take more and more responsibility 
and as the inner models of environmental 
patterns accumulate, the dream release 
becomes less and less adequate. Psychoso- 
matic and mental illness often results. 

When illness occurs among the Negritos, 
a different type of dream interpretation is 
employed. The dreamer is directed to out- 
face and kill off the offending dream char- 
acters who have not been affected by 
prayers and sacrifices. The dreams of the 
patient thus directed show a reorganizing 
simplifying process as well as the old re- 
lease process at work. 

The dream image of the shaman, and of 
other helpful characters, appears, helps 
change the dream structure, and destroys 
or conquers dream enemies. This happens 
consistently in the dreams of the subjects 
who were receiving, or who had received, 
directive dream interpretation, but rarely 
in the others. 

Among the Yami, where there was no 
directive dream interpretation, it did not 
happen at all-at least not in the hundreds 
of dreams we collected. Among the Senoi, 
where everyone received directives to at- 
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tack, subdue, or destroy dream enemies, 
this simplifying reorganization was evident 
in the dreams of the whole population. 

In the spring of 1939—during May Week 
at Cambridge, England—Mr. H. D. Noone, 
protector of aborigines and government 
ethnologist of the Federated Malay States, 
presented the outline of his thesis on the 
Senoi of Malaya. It had been chosen as the 
outstanding thesis problem of the year and 
was defended before the faculty of Cam- 
bridge University and visitors from other 
universities in England and the Continent, 
as well as the student body. 

The year before, Noone and the writer 
had come to England from the jungles of 
the Central Mountain Range of the Penin- 
sula of Malaya. The two had crossed the 
Central Mountain Range through unex- 
plored Senoi territory during the winter of 
1934-35. The writer had returned during 
the winter of 1937-38 to study the dreams 
and methods of dream interpretation of the 
Temiar Senoi as part of the cross-culture 
study. 

Noone’s thesis established the hypothesis 
that the dream process had replaced lineage 
and other factors which determined leader- 
ship in most societies, and had become the 
most important factor of social leadership 
among the Senoi. 

In order to describe the dream process in 
a way which could be analyzed statistically, 
Mr. Noone employed the clock design 
which the writer had worked out and was 
using in his comparative study of dreams. 

In the design, the dreamer, who is re- 

porting, is located at the center of the clock, 
and the dream characters are located on 
its face. The clock is regarded as a mirror 
which reflects the dream, the dreamer, the 
interpreter of the dream, and Man. The 
right hand is at nine, the left hand at three, 
the head at twelve, and the feet at six. With 


232 


a left-handed person, the right and left 
are reversed. 

The right hand is the dominant hand; 
the left hand, the receptive. Since women 
are biologically more receptive than men, 
the women and female or female-like dream 
characters, are located on the three o'clock 
side of the design. This puts the males and 
male-like dream characters on the nine 
o'clock side. 

The dream characters—toward whom the 
dreamer shows deference either because 
they are authorities or because he is afraid 
of them—are located at the head area of 
the design, above the nine to three axis. 
Those who show deference to the dreamer 
are located in the foot area on the mascu- 
line or feminine side. 

Dream characters, having a mixture of 
conflicting characteristics, would find their 
place on the horizontal or vertical axis. 
Since, in 1939, this system of charting 
dreams was as yet unpublished by the 
writer, the faculty at Cambridge permitted 
him to present and defend it as a step to- 
ward establishing Noone’s hypothesis. 

The charted dreams showed that more 
and more dream characters arranged them 
selves on or below the horizontal axis = 
the Senoi child increased in age. That 18$ 
to say, more and more of the dream char- 
acters became deferential and helpful to- 
ward the dreamer as he grew older. 

During adolesence, all of the young men 
attained a number of dream teachers who 
gave them inventions, original a 
poems, color-line designs and origine 
dances, and on the basis of these, they Wer 
initiated into manhood as responsible 
adults. 

As the men grew older, their p 
leadership increased as the spirit o 
the lightning, the wind, the mou p 
other powerful or lofty things in nae 


osition of 
f the sun 
ntain, 


and important people in the social world, 
were visited by the dreamer, or as they 
came down to the dreamer and served or 
co-operated with him. All such dream 
characters, once they had leveled themselves 
with the dreamer, showed up on the 
horizontal axis of the chart. 

The things the dreamer ceased to be 
afraid of—outfaced and conquered and put 
to use in his dream—showed up below the 
horizontal mid-line. The more altitude 
the dreamer attained with his dream char- 
acters, the more dream-inspired projects 
he tended to lead. 

If one is healed or especially blessed by 
participating in a project which a man 
leads out in response to a dream, he calls 
the leader of the project Tohat. A per- 
son's status in the community is determined 
| by the number of people who address him 
a Tohat. 

Dr. F. C. Bartlett, then dean of psychol- 
ogy at Cambridge, said that he objected to 
the thesis on the grounds that there was no 
Way of demonstrating that a man was 
telling the truth about his dreams. 

This is true of most people, but for- 
tunately for Noone’s thesis, it is not true 
of the older Senoi. As they learn the poems 
and songs, and get other instructions from 
their dream teachers, they often talk aloud 
and sing in their sleep for periods lasting 

om 10 to 45 minutes. Noone and the 
Writer had taken the trouble to record the 
Poems and music—as it developed in the 
‘leep-singing—for comparison with the 
‘ong which was reported on awakening. In 
‘very case, both the words and music were 
în accurate reproduction of the finished 
Po product of the night before. In the 
of the information supplied by the 
“cords, Dr, Bartlett withdrew his ob- 
Jections, and Noone’s outline was accepted. 

It was thought that the long-intermit- 
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tent periods of dreaming of «the Senoi 
old men, sometimes totalling over two 
hours a night, was due to their practice of 
telling their dreams from childhood on, 
as well as to their methods of dream in- 
terpretation. 

Mr. Noone went back to Malaya in the 
fall of 1939, and lost his life during the 
Japanese occupation. The writer went 
on working on the cross-culture dream 
project. 

While a research fellow at Pekin Union 
Medical College during 1935-37, the writer 
worked out a system of dream direction 
and dream reshaping—modeled after Senoi 
methods of dream interpretation—which 
worked well with the psychotic and psy- 
chosomatic patients at the College hospital. 
Since that time—except when he was work- 
ing with primitive groups—he has main- 
tained an open group and a private practice 
of psychotherapy through dream education. 

The accumulated case material shows 
rich promise of a great new way of com- 
batting mental and physical illness and 
delinquency and of liberating a great cre- 
ative potential in the population which is 
now being lost or perverted. Since the 
human mind is more free in sleep than 
at any other time, the data indicate that 
the peak of man’s creativeness is lost if 
dreams are neglected. 

The cross-culture study shows that dream 
images are like germs which find their way 
into the human body. Once inside, they 
become, under favorable conditions, the 
instruments of feeling, thought, and action. 
If they are not under the control of their 
host, they become deadwood which ham- 
pers thought, feeling, action, and phys- 
iological processes. If they are turned. 
against each other, or against the center 
of the personality, they become active 
agents which, like disease germs, cause 
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chronic physical illness, mental illness, and 
social discord. 

The inner models of environmental back- 
grounds, objects, people, or dream char- 
acters accumulate as time layers to form 
the personality of the individual. The 
objective world is a computation. It is 
computed from moment to moment from 
the inner models. 

The dream takes an inventory of the 
accumulated environmental models which, 
in some way, burden the sleep process. At 
the same time, the dream attempts to re- 
lease the burden. The same can be said 
of wakeful thinking. There is always a 
problem, or burden, and an effort to re- 
solve it. 

Like wakeful thinking, sleep-thinking 
is highly amenable to suggestion, direct- 
ion, agreement, and such other indirect 
types of education as rites, ceremonies, and 

dramas. Unless dreaming is properly di- 
rected and guided through dream inter- 
pretation, it loses its problem-solving as- 
pect and becomes a release mechanism or 
a pathological type of thinking, just as 
wakeful thinking can become daydreaming, 
and then woolgathering, or pathological, 
unrememberable mentition, if it is not di- 
rected or if it is misdirected. 

Because of man’s failure to understand 
that the objective world was computed and 
projected rather than directly experienced, 
it was hard for him to evaluate the sub- 
jective world of thought and dreams which 
he did experience directly, and which was 
in his body and was his operating person- 
ality. That the Western adult still suffers 
from this confusion, constitutes a gross, 
easily remedied defect in Western edu- 
cation, an inexcusable blind spot in West- 
ern thinking. 

In the terms of ancient and primitive 

man, dreaming is the thinking of the heart 

which stays awake while the mind is asleep. 
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The cross-culture dream study shows that 
education of the heart—the dream proe 
ess—is still important. 

Wherever the dream character, the im 
built model of people or forces, has been 
regarded as more important than, more 
powerful than, equal to, or identical with 
the total wakeful individual—or of no im 
portance—both the individual and the 
group has suffered. 

The imbecility of the Negrito, the sex per 
version, and ceremonial cannibilism of the 
Indians of the American Plains, head-hunt 
ing in various areas, the deadly dreams of 
the Philippines, the medical murders and 
the Mau Mau of Africa, and the psychose 
matic and mental illness of our own society, 
furnish examples of what happens when 
man’s inner forces turn against him and 
his fellows. 

The world is in the same position today 
with regard to the spiritual germs—dis 
cernible as destructive dream characters—* 
it was in Pasteur’s time—from the germs 
discernible through a microscope. 

Everyone alive is infected with them. 
Any educational method which might keep 
these germs from turning against us a$ 
they do among the Negritos, and the mem 
tally and physically ill, and the delinquent, 
and make them work for us, should arouse 
the interest of the scientist, the educator, 
and the doctor of Western society. 

The conclusions which emerged from the 
comparison of these three above-mento 
groups—and confirmed from the study 
other groups the world over and from 
years of clinical practice—can be B 
thus: All people dream and will remem 
dreams if the authorities ask them to d 
so, take an interest in hearing them, an 
offer some sort of an interpretation of them 
How much of their dreaming they remem 
ber is dependent on a number of factor 
As long as it is undirected, dreaming 


ssexpressed, unremembered daydreaming) 
§ a releasing, balancing process which 
works less and less efficiently as the per- 
wnality becomes more complicated with 
Bareasing age. 
The analysis of the cross-culture data 
proves that the individual cannot change, 
implify, and reorganize the inwritten so- 
tal patterns without the co-operation, per- 
Mision, and assistance of inwritten social 
withorities. It not only requires the co- 
operation of the dream model of the dream 
interpreter in the dream to effect progres- 
five reorganization; also, apparently this 
tram reorganization is largely confined to 
fulfilling the directives received from and 
‘reements entered into with the dream 
interpreter while the dreamer was awake. 
Furthermore, the reorganizing effect of 
‘ach individual dream appears to diminish 
ind lose its validity as the foundation for 
à further step if the dream is not socially 
pressed, evaluted, and approved by a re- 
pected peer or authority. 
the above requirements are met, 
“they are among the Senoi, the thought 
Processes occurring in dreams progressively 
Amplify and unify the personality. This 
i policy promoted better health 
mong the Senoi than was found in the 
groups and, at the same time, en- 
the energy released in the dream to 
Produce music, poetry, mechanical inven- 
“ons, and novel solutions to social prob- 
kas; this energy also becomes the hub of 
“cal leadership. 
, instruments, and methods 
“eaming from the work of Dr. N. Kleit- 
man and his associates at the University of 
cago since 1952, now make it clear that 
.ong-intermittent periods of dreaming 
bited by the Senoi cannot be explained 
the basis of their dream education. With 
ith Movement technique and the 
Ncephalograph (EEG) machine, 
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they have shown that everyone dreams in- 
termittently through the night, totaling 
about a quarter of the time they spend in 
sleep—as the Senoi old men were observed 
to do. 

It is the remembering of the dreams—and 
the high order of creative thinking which 
the Senoi attain while dreaming—which 
must be accounted for on the basis of their 
system of dream education. But, these facts 
about the dream process demonstrated by 
Dr. Kleitman and his associates enhance 
rather than diminish the significance of 
the educability of the dream process. 

This process may furnish the answer to 
the major source of human guilt. If the 
two hours of dreaming simply release 
energy and neither improve personality 
structure nor produce a sense of growth or 
anything which is socially useful, it would 
by throwing away one’s mental seed in 
unexpressed daydreams. 

Furthermore, the work stemming from 
Kleitman now makes it practicable to test 
the results of various methods of dream in- 
terpretation on a large scale. Through this 
outstanding contribution in the field of 
the physiology of sleep, we are in a position 
to profit by the different experiments made 
by the modern and ancient branches of the 
human race with regard to the art of heal- 
ing—and thereby improving themselves 
and their lot with the help of the thinking 
power of which man is capable in dreams. 

This research raises a number of ques- 
tions which have already been answered 
by the cross-culture study. 

For instance, Dr. Kleitman observes that 
the dreams he collected with the help of 
the eye movement technique pointed to 
the fact that dreaming was like the thinking 
of the very young, the very old, and the very 
drunk, and that this raises the questions 
of why sleep mentition remains on such a 
low level and of why millions of Americans 
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dream some two hours each night and wake 
up without the memory of a wisp of a 
dream. 

The cross-culture data, and 20 years of 
work with individuals and groups in the 
West, indicate that Western dreaming re- 
mains on a low level of mentition because 
the dream process is not directed or edu- 
cated; rather it is discouraged by word and 
attitude. It is miseducated. The data also 
indicate that we forget our dreams because 
we are told to forget them or that we are 
not encouraged to tell them and solve our 
problems through them. 

In two articles in Mental Hygiene the 
writer pointed out this flaw in the edu- 
cative and therapeutic methods of Western 
civilization—with regard to the dream proc- 
ess—which had become evident through 
the cross-culture study. 

The findings of Kleitman not only sup- 
port the findings of the cross-culture study, 
but also furnish instruments and methods 
for determining if the Senoi type of evalu- 
ating and directing dreams would constitute 
an effective, practicable method for making 
better use of the dream in Western educa- 
tion and therapy. 

The peoples of Africa, the Near East, and 
Indonesia are extremely interested in 
dreams. Scientific information which will 
help them make the dream process work 
for them would have tremendous political 
importance at this time in helping America 
retain its present world leadership. 

After some 12,000 years of recorded his- 
tory, in which dreams and visions have been 
regarded as God’s method of communicat- 
ing with man, the dream has at last come 
of age. 

It has become the object of scientific in- 


1See Stewart, Kilton, “Education and Split Per- 
sonalities,” Mental Hygiene, 27(July, 1943), 430-38; 
and “Mental Hygiene and World Peace,” Mental 
Hygiene, 38(July, 1954), 387-403. 
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vestigation, understanding, and knowledge. 
The work of Kleitman et al., has established 
the fact that everyone dreams about a quar- 
ter of the time he sleeps, and that prevent 
ing dreaming by awakening a person each 
time the conjugated eye movements com- 
mence is tantamount to depriving him of 
sleep. This indicates that we go to sleep 
so we can dream and release the psycho 
logical tensions and pressures which would 
otherwise break up the organic rhythms 
and destroy life. 

The cross-culture and clinical study cat- 
ried on by the writer proves that man intet- 
nalizes the images of words, numbers, peo 
ple, other things, and spaces as he interacts 
with them while he is awake. 

These image-models of the environment 
accumulate as the psyche or personality 
of the individual. They put greater and 
greater stress on the self-regulating center 
and on the organic rhythms as the individ- 
ual increases in age. The individual re 
leases these tensions in his dreams but 
cannot change the internalized social image 
and structure without the permission and 
assistance of social authorities. 


That is, he cannot willy-nilly change the 


internalized social patterns and retain à 
good contact with the social environment. 
Psychosomatic illness, mental illness, and 
delinquency result as the body, the mind, 
or society must bear the brunt of the stresses 
which occur as man builds up the inne! 
universe which is discernible in dreams an 
visions. 

The cross-culture and clinical study cat- 
ried on by the writer proves that this inna 
stress can be reduced through dream inter 
pretation of a type which makes the socia 
authorities into the allies and servants ° 
the dreamer. If this supportive directive 


: : : m 
dream interpretation is commence ‘ene 
childhood, it serves as mental hy8 il 

c 


which largely prevents psychosomatt 
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ss and delinquency, and which promotes 
meative imagination. 

However, the writer has worked out a 
imple, easily learned system of evaluating 
ind directing dreams which can be em- 
as individual and group psychother- 
by itself or as an adjunct to other 
therapeutic disciplines. 

_ Asa preventive or therapeutic discipline, 
itis effective in all types of psychosomatic 
mental and social aberrations because the 
dream education increases man’s power to 
hange himself through thought, and the 
dream process represents the most basic 
powerful creative thinking of which the 
individual is capable. 
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It is a type of thought which permanently 
changes and reorganizes the personality 


structure as it proceeds and, if properly 
directed, makes the personality co-operate 
with and expand the body rhythms and 
utilize the social process. 

At present, the parent, the school teacher, 
the religious teacher, the doctor, the psy- 
chotherapist, the psychiatrist, and the psy- 
choanalyst are all neglecting or miseducat- 
ing the dream process throughout the 
modern world. The cross-culture study 
proves this to be a fact and, at the same 
time, furnishes a practicable, educative sys- 
tem which would correct this state of 
affairs at all levels. 
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ROBERT SOMMER, Pu.D. 
ROBERT DEWAR, M.A. 


Views of a mental hospital 


PART I: A COMMUNITY SURVEY 


There has been an upsurge of interest in 
the effects of community attitudes on the 
care and treatment of mental patients. It 
has been realized that a mental hospital 
does not exist in complete physical or geo- 
graphic isolation but that it is part of a 
larger treatment field. 

The distant boundary of the treatment 
field is the home from which the patient 
comes and to which he will return, and an 
important point within that boundary is 
the community in which the hospital is 
situated. From this community will be 


Dr. Sommer is assistant professor of psychology at 
the University of Alberta, Edmonton, Alberta. 
Mr. Dewar is a psychologist at the University Hos- 
pital, Saskatoon, Saskatchewan. At the time this 
article was written, both were on the staff of the 
Saskatchewan Hospital, Weyburn, Sask. 


This study was supported by a grant from 
Canada’s Department of Health and Welfare. 
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drawn many of the hospital employees and 
most of them will reside there. 

The attitudes of this community will 
affect hospital decisions regarding open 
wards, part-time jobs for patients dowi- 
town, and the use of stores and facilities 
in town to acquaint patients with change 
that have taken place outside. Dr. D. G. 
McKerracher, professor of psychiatry at the 
University of Saskatchewan, states: “Even 
the point at which the patient enters mem 
tal hospital and when he leaves is decide 
to some extent, by how the community 
feels about him” (1). ‘ 

For these and other reasons it is impo" 
tant that hospital staff have some acca 
idea of community attitudes. Since eo 
hospitals are situated on the outskirts a 
city, many of the professional staff ha 
only limited contact with the majority 

le who reside there. 
"sawa of this is attributable to the fact 
that the top employees of a hospital 


al people and associate mainly 
ir counterparts in the adjacent city. 
e the same is true of the profes- 
[ people in the community who do 
ularly attend parties with unskilled 

i$ or store clerks. 
‘on the basis of their contacts which 
ited mainly to professional and man- 
people from the surrounding com- 
the superintendent and his staff 
to develop a clear picture of the 
community attitudes. This method, 
ig as it does on an inadequate sam- 
‘of opinion, is very likely to give a 
of attitudes. 
nately there exist simple and eco- 
cal ways of determining community 
des that are within the resources and 
ties of most hospitals. One of the 
useful instruments is the question- 
, Which has a long and fruitful history 
ocial and psychological research. 

ith a minimum of time, expense, and 
€sional personnel, it is possible to con- 
a good community survey. The value 
ich a survey should be apparent. If the 
fal’s community relations are poor, 
i steps can be taken to remedy the situ- 
X. If they are good, then it is wasteful 
irect intensive efforts in this direction 
1 staff time could be occupied else- 


ly educational campaign runs the risk 
boomerang effect, and there is little 
At in persuading people already knowl- 
ible when other tasks remain undone. 
this article we will describe a survey 
fed out in a city of 8,000 people adja- 
to a 1,500-bed mental hospital. All the 
tviewing was done by nursing students 
art of a class project. The total cost 
hospital, apart from a few hours of 
se's time—which can be justified 
the basis of their participation in an 
lent learning situation—was approxi- 
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mately $5.00 for mimcographing and sta- 
tionery supplies, 


Method 


A 17-item questionnaire was constructed 
that covered many aspects of community- 
hospital relations, Most of the items were 
taken from a previous study (2) in which 
the senior author participated. This was 
done for two reasons: (1) The items had 
been found satisfactory elsewhere and (2) 
The results of the two studies would be 
comparable, 

Each nurse was assigned two city blocks 
and instructed to secure ten interviews from 
homes within this area. No restriction was 
placed on the age of the respondents or the 
number of respondents in each household. 
The only people excluded from the study 
were those in households where someone 
was presently employed at the mental hos- 
pital. Since 16 student nurses participated 
in the study, 160 interviews were completed. 


Results i 

The opinions of the townspeople are sum- 
marized in Table 1. There were no differ- 
ences between the sexes or among age 
groups. Generally speaking the opinions 
of the townspeople were very favorable to 
the hospital. 

These results are similar to those found 
by the staff of Larned State Hospital (2) and 
show that the public relations of large men- 
tal hospitals are not as poor as they are 
sometimes supposed to be. 

When we discussed these results with 
some people who have been here a long 
time, the general reaction was “The atti- 
tudes have changed a lot in recent years.” 
They mentioned that in stores downtown, 
it was sufficient now for a person to say 
that he worked at the hospital to get credit 
almost anywhere. - 
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TABLE 1 


Results of survey of community attitudes toward the mental hospital 


C—O 


Percentage (N=160) 


Yes No Don't Know 


— 8 Lllə el =ZCeCCCC CCC—————qAə eəsl 
1.When you have visitors, do you ever take them out and 
show them the mental hospital? That is, take them around 


the grounds. 81 19 0 
2.Do hospital employees take sufficent interest in community 

politics and affairs? 55 12 33 
3. As a resident of this area, do you wish that Weyburn didn’t 

have a mental hospital located here? 5 92 5 


4. In time of emergency or epidemic, if the Union Hospital was 
full, would you be in favor of sending patients out to the 
mental hospital rather than to a general hospital in another 


city? 64 26 10 
5.Do you feel that people who work at the mental hospital 

are more likely to become a little “odd” or mentally ill? 13 84 3 
6.Do you think the townspeople of Weyburn have enough 

to say about how the mental hospital is run? 40 25 37 
7. Does the hospital now provide enough opportunity for towns- 

people to visit the mental hospital? 84 1 15 
8. Do people in Weyburn hear too much about mental illness? 8 88 4 


9.Do you think that if there were someone whom no one in 
Weyburn would consider hiring, he could always get a job 
at the mental hospital? 9 80 "n" 


10.Are the patients at the mental hospital given too much 
freedom? For example, in letting them walk around the 


grounds by themselves? 8 86 6 
11. Has the mental hospital given the town a bad name? 4 93 5 
12. Do you think the hospital hires too many non-white people? 7 83 i 
13. Should the people of the town be alerted when any patient N 

escapes? 38 55 7 
14.If you had young children, would you allow them to ride 

bicycles or play in the vicinity of the mental hospital? 26 68 6 


15. Do most people who work at the mental hospital consider 
Weyburn to be “their town” and take enough interest in it? 58 14 2 


16.Do you feel that too many patients are allowed to come 
downtown without a nurse? 11 70 19 
17. Do you feel that the townspeople take enough interest in the 8 
mental hospital? 41 31 2 


n hospital? r, o Dl HS A au a m t 
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is also true that in the last few years 
I has had a completely favorable 
s We cannot recall even one article 
fyorable to the hospital either in the 
ii local paper or in the larger paper 
ü the city 75 miles away. There have 
| frequent laudatory articles and news 
orts about the hospital. The volunteer 
rdinator inserts items in the local paper 
and the newspaper photographer 
quent visitor to the hospital. Accord- 
to Riesman (3) the attitudes of the local 
can set the tone of a city; in his words 
WWspaper can “legitimize outlooks and 
ions as well as register them.” 

ne of the favorableness of attitude in 
y is probably due to the fact that 
tionnaires were distributed by 
student nurses, and some respond- 
id feel hesitant to express negative 
ons under these circumstances. None- 
we have known other surveys where 
pondents freely expressed negative opin- 


least we are able to say is that the 
of our community are more favor- 
le than they would be if our respondents 
openly expressed negative opinions. 
example, to question 11 “Has the 
hospital given the town a bad 
we found that 149 said “No;” six 
"‘Yes;” and five said “Don't know.” 
' trend could hardly have been any 
If there had been 40 or 50 people 
‘Don’t know” category, we might 
€ concluded that the hostile attitudes 
ge in this category because they 
Want to express negative sentiments 


‘also difficult to attribute this over- 
tingly favorable response to inter- 
bias, since 16 interviewers of differ- 
ounds, ages, training and moti- 
Were used. It was our impression 
ne of our interviewers leaned over 
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backwards to get negative responses, since 
many of them interpreted the survey as a 
method of learning about community atti- 
tudes unfriendly to the hospital. 


PART Il: TOUR OF A MENTAL 
HOSPITAL 


In view of the finding that the attitudes 
of the surrounding community were favor- 
able to the hospital, we felt it was impor- 
tant to learn how visitors were affected by 
tours of the hospital. 

These tours have been advocated as ways 
of maintaining community interest in men- 
tal hospitals and of educating the public 
about mental illness. 

Although no precise statistics are avail- 
able, reports from hospitals all over North 
America suggest that such tours are increas- 
ing. Two reasons for this are the formation 
and expansion of local mental health soci- 
eties and the increasing number of hospitals 
with full-time staff to work with volunteers 
and visitors. 

Little is known about the effects of these 
tours on visitors and relatives. Some writers 
have suggested that visitors invariably come 
away depressed and disappointed. How- 
ever a study of visitors to one hospital dur- 
ing a Mental Health Week program showed 
a more optimistic picture (4). The visitors 
departed with very favorable attitudes to- 
wards the hospital and many indicated that 
they would like to do volunteer work. 

The study was based on questionnaires 
filled out by each visitor following a 
planned program which included panel dis- 
cussions, displays, a patients’ concert, a 
recreational demonstration, etc. However, 
there was no way of telling to what extent 
the visitors’ attitudes were conditioned by 
events on the program other than the tour 
of the wards. Furthermore, all the ques- 

tionnaires had been filled out at the end 
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of the day so this was not a fully satisfactory 
method for learning about any change in 
attitudes. Asking a person after an event 
about his opinions beforehand is always a 
risky procedure because of retrospective fal- 
sification and what is called “halo” effect. 

For these reasons we felt that a specific 

before-and-after study of visitors’ attitudes 
would be useful. It involved questionnaires 
—filled out before a visit to the hospital— 
about what the visitors expected to find. 
These were followed after the tour by sim- 
ilar questionnaires on what the visitors had 
actually found. Furthermore, the visitors 
had only a guided tour of the hospital and 
no other program. (A tea with a guest 
speaker was always arranged after the sec- 
ond questionnaire was completed so that 
it would not affect the visitors’ answers.) 

We felt that a before-and-after survey 

would provide information that would help 
in planning future tours. It should also 
give a clear idea how visitors view a large 
mental hospital. The value of visitors’ per- 
ceptions should not be underestimated, 
since staff soon become habituated to the 
sights, sounds, and odors of the hospital. 
Visitors can therefore provide a healthy 
contrast in the form of “fresh” perceptions. 
When speaking to visiting groups, we have 
often been surprised by questions about 
things we never saw before but which were 
very obvious after they were mentioned. It 
is also likely that the views of visitors will 
give some indication of how patients enter- 
ing the hospital will perceive it. 

It should be useful, too, to make explicit 
the goals for the tours as set by the hospital 
administration. Once these are known it 
should be possible to compare the ways that 
visitors are actually affected by the tour 
with how the hospital administration would 
like them to be affected. This should tell 
us whether the tours are accomplishing 
their purposes. 
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Method 


A l5-item questionnaire, similar to that 
used in the study of visitors to Larned 
State Hospital (4), was constructed. There 
were two forms of the questionnaire; one 
given before the tour, which dealt with the 
visitor's expectations; and one given after 
the tour, which covered what the visitor 
had actually found. The questions com 
cerned the appearance of the building, the 
behavior of patients, improvements needed, ` 
the visitors’ feelings about the tour, the 
staff, and the prospect of working in à 
mental hospital. 

Since all tours were arranged through 
the volunteer co-ordinator, it was compara ` 
tively easy to contact each visiting group 
before the tour and ask the members to 
fill out questionnaires regarding what they 
expected to find. Usually this was done à 
day or two before the tour. 

The “after” questionnaires were all filled 
out immediately following the tour 
preceding the tea and group discussion. 

There were three different categories 
visitors included in the study: 60 teenagers 
from all over the Province, who were atte 
ing a youth institute in a nearby city; 
ladies’ Homemaker Clubs from nearby ru 
communities (totaling 46 individuals); a 
32 student nurses from general hosp! 
throughout the Province who were doing a | 
psychiatric affiliation at a psychiatric wing 
of a general hospital 75 miles from here. 

The tours covered all types of wards š 
took approximately 2-3 hours. The a 
ing groups averaged about 10 people €a% 
and were all led by a staff nurse or by a a 
tient selected and trained for the task by 
volunteer co-ordinator. aie 

The second phase of the study will < 
described in Part E of this article and = 
cerns the goals for the tour as set by the 
pital administration. f 


A. Teenagers 


ore they came, most visitors were curi- 
; they looked forward to the tour and 
e eager to learn. Their expectations 
e very favorable to the hospital, and 
believed it would be a large, restful, 
lern, comfortable building somewhat 
general hospital. 
hey expected that only a few of the 
S to the wards would be locked and 
‘a few windows would be barred. The 
ents would be dressed like anyone else 
would be quiet and shy, although 
uld be queer and nervous. About 
er cent of the patients would be dan- 
üs to other people and 35 per cent 
ld be over sixty-five years of age. 
urses and attendants were expected to 
friendly, busy, intelligent, kind and 
ful people. The greatest needs for the 
would be more publicity, more 
d more recreation. 
y more than half the group felt that 
ight like working in a mental hos- 
d the main reasons were a desire 
and learn about other people, and 
ther one’s education. 
fter the tour, the dominant feelings were 
pathy and an eagerness to learn more. 
Physical appearance of the building 
fou nd to be very big, clean, homelike, 
dern, comfortable, and restful. The 
ber thinking it was like a general hos- 
ecreased, while the number think- 
s like an old folks home increased. 
patients were found to act quiet, 
and shy. The majority found that 
tients were wearing “old clothes” 
l they had expected that the patients 
be dressed like anyone else. They 
at most of the doors on the pa- 
Wards were locked, but none of the 
were barred. 
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The perceived number of older patients 
increased from 35 per cent to 48 per cent. 
The nurses and attendants were still viewed 
very favorably and the greatest needs for 
the hospital were seen as more buildings 
and more staff. The number of the teen- 
agers who would like to work in a mental 
hospital decreased slightly from 55 per cent 
to 47 per cent. 


B. Homemakers’ Clubs 


The tours left the ladies feeling more 
sympathetic, sadder, and with an increased 
desire to help. Both before and after the 
tour, the hospital was viewed as clean, com- 
fortable, and large. It was also viewed 
as quieter than expected, less like a gen- 
eral hospital and slightly more like an old 
folk’s home. 

The patients were found to be quieter 
and shyer than anticipated, but less nerv- 
ous and excited. The number who felt 
that the patients would be dressed like 
anyone else decreased, while the number 
who felt that the patients wore old clothes 
increased. The visitors found more doors 
locked than they expected but fewer of 
the windows barred. The visitors’ estimate 
of the number of older patients in the hos- 
pital increased from 35 per cent to 55 per 
cent following the tour. 

The visitors also had a very favorable 
image of the staff both before and after 
the tour. Before the tour they felt that the 
greatest need for the hospital was more 
publicity and more activities for the pa- 
tients. Afterwards there was a large increase 
in the number feeling that the hospital 
needed more buildings. There was also 
a slight decrease in the desire to work in 
a mental hospital following the tour. 


C. Affiliate Nurses 


These nurses were all doing their psychi- 
atric affiliation at general hospitals in 
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TABLE 2 
Feeling about visiting the hospital 


Per cent Per cent 
before tour after tour 


Curious 73 43 
Excited 15 7 
Sympathetic 43 76 
Frightened 2 4 
Sad 8 25 
Bored 0 0 
Looking forward to it 72 ° 
Looking forward to coming 

again w 39 
Want to help 20 35 
Nervous 12 13 


Eager to learn (more) 13 50 


* Item not included on the questionnaire. 


nearby cities. After the tour the nurses were 
more sympathetic, somewhat sadder, and 
less than 10 per cent looked forward to com- 
ing again. 

| Many of these nurses felt that the hos- 
pital smelled badly. Before the tour the 
hospital was expected to be very big, clean, 
comfortable, fenced in, and like an old 
folks' home. Afterwards the dominant im- 
pression was that it was very big, smelled 


badly, was like an old folks' home and 
comíortable. 

The patients were seen as quieter and lew 
nervous, less excitable, and less silly than 
the nurses had supposed. The nurses were 
also impressed by the fact that many of 
the patients wore old clothing. They found 
more doors locked than they had expected 
but none of the windows were barred. The 
nurses’ estimate of the number of older 
patients increased from 50 per cent to 65 
per cent. 

The nurses had a favorable impression 
of the staff both before and after the tour. 
The number of nurses who would like to 
work in a mental hospital was 38 per cent 
before the tour and $4 per cent after the 
tour. In understanding these results, it is 
important to realize that these nurses are 
all affiliating at small, modern, active treat- 
ment psychiatric wings in general hospitals. 
The ratio of nurses to patients at each of 
these psychiatric wings is more than one t0 
one, while ours (1:4) is considerably lower 
and our physical plant is less modern. 


D. Total Sample 


The responses of the visitors before and 
after their tours are summarized in Tables 


TABLE 3 


Appearance of the hospital building 
MEG ea ° — — — 


Per cent Per cent 
before tour after tour 


Very big 80 71 
Attractive 33 42 
Dirty 2 4 
Restful 39 36 
Frightening 5 2 
Smells badly 8 30 
Clean 69 59 
Homelike 34 30 
Run down 2 1 
Fenced in 26 3 
Modern, up-to-date 48 46 
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Percent Percent 

before tour after tour 
Comfortable 64 6t 
Noisy 20 7 
Quiet 29 56 
Like a prison 8 4 
Like an army camp 0 1 
Like a country club 2 5 
Like a museum * 2 
Like a general hospital 54 be 
Like a school 12 9 
Like an old folks home 31 & 


= Q => 


) Per cent Per cent 
before tour after tour 


Nervous 44 20 
Quiet 51 74 
Excited 20 7 
Queer 40 46 
Gay, carefree 10 9 
Dangerous 8 2 


Views of a mental hospital 
SOMMER AND DEWAR 


TABLE 4 


Visitors’ impression of patients’ actions 


Per cent Per cent 

before tour after tour 
Noisy 20 8 
Silly 26 16 
Scared 20 10 
Like normal people 18 15 
Polite 18 23 
Shy 61 65 


2to 6. Essentially the tour made them 
more sympathetic, sadder and more moti- 
vated to help. They found that the hospital 
Was quieter and more like an old folks’ 
home than a general hospital. 

On the positive side they found it was 
not fenced in and was somewhat more at- 
tractive than expected. The patients were 
quieter and less nervous and excited than 
expected. 

_ In contrast to their expectations the vis- 
tors found that the patients’ clothing was 
old and drab, most of the doors were 
locked, but few of the windows were barred. 
The visitor found that more patients could 
live outside than he had originally sup- 
Posed, fewer were dangerous and there were 
Many more elderly patients in the hospital. 

_ Both before and after the tour the vis- 
“ors had favorable impressions of the staff. 


TABLE 5 


Visitors’ impression of patients’ 
appearance 
EE S as, 
Percent Per cent 
before tour after tour 


Neat, well-groomed 20 14 
b, dirty appearance 2 1l 

0 anyone else 57 20 
thes 15 59 


ital uniforms 12 1 


Following the tour the greatest need for the 
hospital was seen as more buildings. The 
desire to work in a mental hospital was 
lessened slightly by the tour. 

In summary, our visitors had very favor- 
able impressions of the hospital before their 
tours. They had positive opinions of the 
staff, the appearance of the hospital, the 
appearance of the patients, etc. 

Afterwards their opinions were still fa- 
vorable but somewhat less so than before. 
Most of the changes in attitude were quite 
realistic. 

Although many of our patients do dress 
nicely and could easily fit into a community 
setting, there are others, mostly those who 


TABLE 6 


Improvements needed most at 
the hospital 


Percent Percent 
before tour after tour 
es 


More buildings 27 64 
More staff 48 54 
Improve quality of buildings 12 16 
Improve quality of staff 6 1 
Improve physical care of 

patients 16 20 
More recreation and activities 

for patients 33 12 
More publicity for hospital and 

mental health 55 48 


e—a 
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have been here a long time, who dress 
rather shabbily. Nor can we deny the very 
large number of older people (approxi- 
mately 40 per cent) who are presently in 
hospital. Viewing the patients as quieter 
and shyer than had been expected is cer- 
tainly not an unfavorable change. 

The question arises as to whether this is 
the kind of impression that we want to 
leave with visitors. If our goal is to increase 
the desire to work in a mental hospital, 
especially among student nurses doing their 
psychiatric affiliation, then the tours are not 
very successful. 

On the other hand, if the goal is to im- 
press visitors with the number of older peo- 
ple in hospital and create a demand for 
other kinds of facilities for geriatric pa- 
tients, then the tour has been fairly success- 
ful. It becomes important to learn the 
goals set for these tours by the hospital 
administration and Provincial Psychiatric 
Services. 


E. Goals of the Tour 


A questionnaire was sent to nine of the 
top people in the hospital administration 
and Provincial Psychiatric Services. Each 
was asked to say how he would like visitors 
to be affected by a tour of the hospital. The 
questions paralleled those of the before-and- 
after questionnaire so that the administra- 
tion’s views could be compared directly 
with the visitors’ reports. 

For each item, the administrator was 
asked to chéck whether he wanted the vis- 
itors to feel more, less, or the same degree 
of a given quality (for example, sympathy, 
desire to help, etc.) following the tour of 
the hospital. 


Several of our respondents felt that the | 


goals for the tour were very difficult to de- 
fine. One wrote: “I am torn between the 
need to reassure visitors, particularly rela- 
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tives of the mentally ill, that patients are 
not being mistreated, and the need to com 
vince visitors of the obvious shortcomings 
so that they are motivated to do something 
about them.” 

Another man, after indicating that he 
wanted visitors to feel that the hospital was 


more attractive than they had supposed, | 


stated: “This is difficult; I want them ta 
feel that we are using what we have, but it 
isn’t appropriate—that we are making the 
best of a bad job.” 

Their answers showed that the hospital 
administration would like the visitors to 
be more sympathetic and eager to help after 
the tour and less frightened, bored, and 
nervous. They also wanted the visitors to 
find that the hospital building was cleaner, 
quieter than expected, and less frightening, 
odoriferous,—noisy, and less like a prison 
or a general hospital. 

They wanted the visitors to find that the 
patients behaved quieter, more polite and 
more like normal people, and were les 
excited, queer, dangerous, noisy, silly, o 
scared. They wanted the visitors to fi 
that the patients were well-groomed and 
dressed like anyone else. 

They hoped that visitors would find that 
fewer doors were locked or windows ba 
than had been expected and that fewer 
patients would run away if the doors wes 
unlocked. They also wanted the visitors 
to become aware of the large number 
older patients in hospital. The adminis 
tion hoped, too, that the visitors’ desire 
work in a mental hospital woul 
increased. 2 

As to possible improvements, the a 
istration wanted the visitors to feel ° 
more staff, recreation, publicity, an weft 
provements inside the buildings W“ 
needed. The only change that the a He 
istration did not want the visitors to fa 
was more buildings at the hospital since 


inistration desired the establishment of 
ler community mental hospitals. The 
ements given highest priority by the 
inistrators were more staff and more 
icity for mental health. 


Comparison between the Effects of 
he Tours on Visitors’ Attitudes and 
Goals of the Administration 


$0 respects the tour produced 
ges in visitors’ attitudes very different 
the changes desired by the hospital 
nistration. However, in other respects, 
can be said to be accomplishing 
is desired. It becomes necessary to 
line the items in detail and see where 
fulfills the expectations of the 
listration and where it fails. 
€ administration hopes that a visitor 
finish the tour feeling more sympa- 
d eager to help than before, and to 
ervous and frightened. Essentially 
hat happens—with a large increase 
hy, a moderate increase in desire 
and with nervousness and fright 
before and after the tour. 
of the administration also ap- 
fulfilled in terms of the visitors’ 
g5 about the appearance of the build- 
The hospital appears less like a gen- 
ital than the visitor had expected. 
are seen as quieter and less ex- 
han before—also in line with the 
tion’s hopes. However, the ad- 
tion’s desire that the visitors would 
the patients as more normal was un- 


ge in visitors’ attitudes about 
pearance was the opposite from 
hoped for by the administration. 
ey would have liked the patients 
Pear well-groomed and like other peo- 
Visitors were mainly impressed by 
and drab appearance. 


Views of a mental hospital 
SOMMER AND DEWAR 


The administration also hoped that the 
visitors would find more doors unlocked 
than they had expected, but the visitors 
found just the opposite; however, the ad- 
ministration’s hope regarding a decrease in 
the number of barred windows was at- 
tained. The administration's desire to ac 
quaint visitors with the number of older 
patients in the hospital was also realized. 

It is in regards to improvements needed 
at the hospital that the administration's 
goals for the tour were least successfully 
realized. After the tour the visitors felt that 
the greatest need for the hospital was for 
more buildings. However, this was the only 
improvement of all those listed that the 
administration did not want the visitors to 
specify. 

Finally, the hopes of the administration 
that the visitor's desire to work in a mental 
hospital would be increased was not real- 
ized, since there was a slight decline in 
motivation after the tour. 

From the standpoint of the administra- 
tion, the tour was successful in showing the 
visitors that mental patients are quieter 
and shyer than most people expect and that 
mental hospitals are unlike general hospi- 
tals. The tour also succeeded in showing 
the large number of older patients presently 
in mental hospitals and that many improve- 
ments are needed. 

On the other hand, the administration’s 
goals for the tour are not being met in 
regards to the appearance of the patients, 
the number of locked doors in hospital, the 
desire to work in a mental hospital, and 
the need for more buildings. 

Since the community appears well-dis- 
posed to the hospital and the tour dimin- 
ishes some aspects of the favorable public 
image, some readers may feel that it would 
be best to keep the public out of the hos- 
pital and discontinue these tours. However, 
we would strongly recommend against any 
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such action since this in itself would alter 
the situation. 

We feel that the public image is influ- 
enced by the knowledge that people can 
visit the hospital at any time and that we 
welcome inspection and have nothing to 
hide. We know, for example, how visitors 
react to a special research ward where vis- 
itors are rarely taken. In our post-tour dis- 
cussions there are frequent questions about 
this special ward and people feel that there 
is something “strange” going on there. 

So although the favorable public image is 
dimmed somewhat by the tour, and, of 
course, the new image is more realistic, it 
still seems advisable to continue the tours 
in view of the effects that such a termina- 
tion might itself have on people’s attitudes. 
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JAMES A. KNIGHT, M.D. 


Metaphysical concerns 


A chaplain’s experience at the close of 
World War II focuses on a problem of 
modern man which is of major concern to 
Workers in both psychiatry and religion. 
The naval hospital ship on which the 
| chaplain was serving was transporting a load 
of liberated Allied prisoners of war—most 
of them sick—from Japan to San Francisco. 
The ship sailed at a rapid speed and began 
‘vibrate, for the seas were heavy. 

A call for the chaplain came over the 
Public address system. He was wanted by a 
‘ck former prisoner who had been a civilian 
.. on Wake Island and who had been 
Sa there by the Japanese. He had 
a onary tuberculosis with bilateral cavi- 

on and was terminal. 

He told the chaplain, “I feel I am dying. 

€ vibrating ship bothers me no end. I 
om to die at sea. Would it be pos- 
4 Ja the ship to stop at Guam and put 
has there so I could die near Wake 

| where I lived and worked?” (The 


and mental health 


chaplain speculated that what he feared 
was being buried at sea if he died.) The 
sick man went on to say, “I am frightened 
andalone. I have no philosophy of life ade- 
quate for living or dying. I always went to 
church and was reared in a religious home. 
But all I was given in church was a series of 
negatives—don't do this, don’t do that— 
about smoking, dancing, card playing, and 
other forms of social activity. 

“In prison camp where I remained for 
almost four years, I had no philosophy for 
living, and now I have no philosophy for 
dying. Although it is late, almost midnight 
in my life, would you help me find a phi- 
losophy for dying, a meaning in death, a 
purpose behind my suffering?” 

The chaplain’s first reaction was to blame 


voi Sri ue 
Dr. Knight is associate professor of psychiatry and 
of preventive medicine, Department of Psychiatry 
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the church for letting this man down, for 
stressing nonessentials for having failed 
him. } 

On second thought, and on further ex- 
ploration, he realized that this individual 
was more responsible for his present state 
than was the church from which he came. 

He had never really been interested in a 
basic philosophy of life or a basic phi- 
losophy concerning death and its meaning. 
If such a concern crept into his mind, he 
had pushed it away because of fear, anx- 
iety, lack of interest, or a preoccupation 
with other matters. 

Actually the chaplain should not have 
blamed either the church or the individual. 
The sick man was a child of his age, and he 
was reflecting the emptiness of his particu- 
lar culture. Now he was presenting the 
tragic picture that one sees not infrequently, 
the picture of a person who only begins to 
live when he begins to die. 

It is interesting to note that a recent 
Japanese movie unfolded the story of a 
pathetically ordinary man who begins to 
live only when he begins to die. The popu- 
larity and acceptance of this movie attest 
to the responsive chord it struck in the 
hearts of so many people. This film is 
Thiru, produced by Japan's Akira Kurosawa 
and rated one of the best films of 1960. 


MODERN MAN IN SEARCH 


Actually what this sick engineer had been 
doing was “waiting for Godot.” The play 
Waiting for Godot, written by Samuel 
Beckett, an Irish disciple of James Joyce, 
is one in which “nothingness” is reflected in 
every line from beginning to end. It played 
to packed houses in the capitals of Europe 
for more than 16 months. It was presented 
in New York and played to capacity audi- 
ences there and in many of the little theaters 
throughout the United States. 
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One can conclude that these audiences 
recognized something of their own experi- 
ence in what they saw on the stage—some 
echo, however veiled, of their own empti- 
ness and, in Heidegger’s phrase, their own 
“waiting for God.” 

The chaplain’s conversation and experi- 
ence with his dying patient awakened in 
him an interest to explore the meaning of ` 
life and death and the dimensions of our 
existence. Similar experiences, involving 
themselves or others, were reported by many 
men and women directly or indirectly in- 
volved in World War II. Many of these 
individuals, seasoned in war and disap- 
pointed in peace, have found themselves at 
work in many disciplines seeking answers to 
the unique problems of individual and 
group life. | 

In art, literature, and in many other 
forms of communication modern man 1 
beginning to realize that he has been “walt 
ing for Godot.” He has discovered his 
emptiness. 

Erich Fromm has repeatedly stressed the ` 
fact that after man broke his primary bonds 
to nature and developed his supreme indi- 
viduality, he found himself alone, isolated, 
and anxious. The contemplation of the 
future, of his own destiny, and of his finite 
ness contributed toward making him more 
anxious, 

Thus, modern man—alone and i 
—has taken a look at the old orthodoxy and 
has found it unpalatable. The church t0 
him is somewhat like a hypochondria 
widow who draws the blinds and lives W! 
the mementos of her dead husband. 

At other times he has found the ç 
so occupied with the setting or matrix is 
the precious stone or jewel in its po 
is covered up or unnoticed. He has pa a 
many sermons, dealing with warmed 
material, not properly digested by the Fir 
ter and concerned with symbols and 


n exile i 


hurch 
that 


no longer meaningful to modern 

He then turns from orthodoxy to 
lism and finds only a partial answer 
. The humanistic tradition gives him 
framework for altruism and service but 
real orientation as to his nature and 
iny and for understanding his predica- 
t 
What does modern man do? He tries to 
t it all in order to avoid facing the 
findamental issues. He gathers around him- 
all kinds of noise makers—TV, Hi-Fi, 
FM, Stereo—crowding every hour with 
xtivity. He even begins to feel safe, at least 
fora while. Then one night, long before 
day, he awakens and in the awful stillness 
of the night, he feels his own heart beat, 
lis own respirations, and with this acute 
lf consciousness, he begins to ponder. 

He murmurs to himself “What is man; 
Who am I; where am I going; what is my 
destiny; someday I'll not exist; where will 
Igo” He becomes filled with anxiety. He 
amines his life and finds that none of 
his goals really have been satisfactorily 
attained. A kind of metaphysical unrest 
Weeps over him, a kind of guilt he cannot 

e off. 

Šo in his solitude, the discovery of his 
äloneness takes place—his exile, his anxiety, 
guilt. As Søren Kierkegaard has said, 
ere comes a midnight hour when all 
Men must unmask.” 1 

Theologians and psychiatrists are both 
“neerned with man’s anxiety and guilt. 
Anxiety seems to be a part of man’s basic 
‘tdowment, an ontological characteristic of 
Man, rooted in his very existence. It has 
ie Stressed that anxiety is not something 
i have” but something we “are.” 

a an experiences his anxiety whenever he 

Rtemplates the threat of non-being, the 
eat of the loss of existence itself. The 
«o Metaphysical, ontological, or existen- 
all identify this type of anxiety which 
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is the condition of the individual when he 
is confronted with the predicament of his 
existence, the issue of fulfilling his poten- 
tialities. 

When the person denies these potenti- 
alities, and fails to fulfil them or live up to 
his highest expectations, his condition is 
guilt, for guilt is also an ontological char- 
acteristic of human existence. (Ontological 
anxiety and guilt are not to be confused 
with neurotic anxiety and guilt.) 

Since our society is both secular and re- 
ligious, modern man, anxious and guilt- 
ridden, often turns to the professional per- 
son in the psychological sciences to help 
him solve his problem of meaning and anx- 
iety. Psychiatry is forced to deal with con- 
cerns and values essentially the same as 
those of the church, and trouble begins 
when the domains overlap. 

Some people’s concept of religion is that 
of following the Golden Rule, and their 
concept of psychiatry is that of a branch 
of medicine which occupies itself with the 
insane in specially designated hospitals. 

When religion and psychiatry are de- 
fined in these terms, one does not have to 
worry about the influence of either one on 
modern man in search of meaning. 

Psychiatry today, however, is not con- 
fined to mental hospitals; it has reached out 
to concern itself with every aspect of human 
behavior and both internal and external 
relationships. It goes into the conflicts and 
anxieties of everyday life and into the world 
of love and hatred which unites or sepa- 
rates human beings. 

Its most significant implement of treat- 
ment is psychotherapy—a purely psycho- 
logical method of treatment in which the 
physician himself, to a great extent, becomes 
an instrument of therapy and without those 


enn 


1 Quoted in Steere, Douglas V., On Beginning from 
Within (New York: Harper & Bros., 1943), 128. 
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chemical and physical means one com- 
monly associates with medicine. 

Religion today is not, to a great number 
of people, a vague understanding of the 
command to be a nice person and follow 
the Golden Rule; rather, it represents a 
definite set of truths about the nature and 
destiny of man, about human bondage, and 
transcendental values. 

When man’s origin and destiny are dis- 
cussed, one finds that he cannot really talk 
about man without bringing God into it: 
namely, in specific terms of creation and sal- 
vation. Thus many of the concerns of 
present-day psychiatry and religion are mu- 
tual, and it is challenging and necessary to 
discuss religion as it relates to mental health. 

No person can talk about the anxiety and 
the love and the hatred of human beings 
without giving some thought to the nature 
of man. One cannot have a definite set of 

beliefs about the origin and destiny of man 
without being haunted by the mystery of 
human anxiety and guilt. 


THE FREUDIAN REVOLUTION 


Before the turn of the century psychiatry 
had little conflict with anyone. For the 
most part it was ignored, and few people 
paid enough attention to it to disagree with 
it. 

The workers in the psychiatric field 
housed their misunderstood patients be- 
hind isolated, grim stone walls. The man- 
date from the state was to care for them as 
cheaply as possible, and this consisted of 
practically no treatment and only custodial 
care. 

The specialty was in its nosologic and de- 
scriptive stage. It did little by way of sci- 
entific treatment but spent much time in 
the fine points of diagnosis. It practiced an 
admirable humanitarianism, but it made 
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little impact upon medicine and none at 
all upon the world of ideas. 

The psychologist was primarily concerned 
with the experimental laboratory and was 
doing essentially nothing in the way of 
clinical treatment. The discipline of clini- 
cal psychology was not yet born. Also, psy- 
chiatric social work, in a professional sense, 
was nonexistent. 

It was into the then-quiet discipline of 
psychiatry that the Freudian psychologic 
revolution was to break, and to bring with 
it a new life for the specialty and new hope 
for understanding mental patients. 

If one turns toward the present-day in- 


terrelationships between psychiatry and re- ` 


ligion, one wonders why the church has 
been hesitant to accept and utilize many of 
the insights of modern psychiatry. It is 


generally felt that the atheistic bias of the ` 


early psychiatrists caused this delay. 

Freud and many of his associates in the 
development of modern psychiatry were 
heirs of a curious double legacy from the 
eighteenth and nineteenth centuries. They 
were descendants of the eighteenth century 
Enlightenment, the movement of religious 
humanism. 

The emphasis was not on a City of God 
in heaven but on a heavenly city of man on 
earth, wherein a good society was achieved 
for men and by men and regulated by rea: 
son and experience. Although The Er 
lightenment was not irreligious, it Wæ 
mostly anti-Christian. The basic belief va 
that man could make for himself a goo 
life, the best life available for him. f 

The other great idealogical develope 
influencing Freud and his colleagues W 
the reductive naturalism of the nin 
century. In this movement, God is ™ 
out, and human values emerge in a natt k 
process that is otherwise blind or inditan 
to the human venture. Man makes of nat H 
what he can, and it is an illusion to belie 


t nature is the created organism in which 
is working out his purpose. 

These two traditions of religious hu- 
manism and reductive naturalism came into 
darp conflict with the Judeo-Christian her- 
iage. Although Freud denied any interest 
in the question of philosophical presuppo- 
sitions, one finds in his writings powerful 
teidues of reductive naturalism and En- 
lightenment humanism at work in his sys- 
tm-building and constructs. 

Many have tried to de-emphasize Freud’s 
atack on religion, but this is unrealistic 
en the record is studied. Religion was 
‘continually recurring topic in his writings 
during the entire course of his life. His 
tarliest attack upon religion is to be found 
a an essay entitled “Obsessive Acts and 
Religious Practices,” published in 1907 and 
fow available in Volume II of his Collected 
Papers? 

In this essay he stressed the similarity be- 
tween religious expressions of piety and the 
Obsessive behavior of his neurotic patients. 

€ reiterated and expanded this theme in 
‘series of four volumes which followed: 
Totem and Tabu (1913); The Future of an 
lusion (1928); Civilization and Its Dis- 
‘ontents (1930); and Moses and Mono- 
theism (1989). 

Much of what Freud described and at- 
ked as religion deserved it. The ste- 
e of the established churches of his time 

well-documented in history. Later, how- 
"er, Freud began to have some qualms be- 
Muse of his wholesale condemnation. He 
‘dmitted that he must bow to the reproach 

t he had no consolation to offer hu- 
Manity, 
ko his early writings on religion he 
a that the progress of science would 
Y make obsolete the necessity for a 
tebe to religious symbolism. Later in 
Civilization and Its Discontents, he tac- 
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itly implied the perennial significance of 
religious orientation and expression. 

In spite of Freud’s attacks on religion he 
had considerable interaction with a number 
of devout and religious people. One such 
person was Oskar Pfister, a Swiss clergyman. 
Pfister became acquainted with Freud when 
the psychoanalytic movement was in its in- 
fancy; he had also had training in psycho- 
analysis. Throughout his long life, he 
functioned in the dual capacity of clergy- 
man and psychoanalyst. Pfister wrote widely 
and probably made his greatest contribu- 
tion in the application of psychoanalytic 
insights to the field of education. Several 
of Freud’s letters to him are available and 
contain some revealing and illuminating 
information. In a letter dated February 9, 
1909, Freud writes: 


“You ... have young people with recent conflicts 
who are attached to you personally, and who are 
in a suitable state for sublimation and, indeed, 
for its most convenient form—religious sublima- 
tion . . . You are in the fortunate position of 
leading them on to God and reconstructing the 
conditions of earlier times, fortunate at least in 
the one respect that religious piety stifles neu- 
roses . . . In itself psychoanalysis is neither reli- 
gious nor the opposite, but an impartial instru- 
ment which can serve the clergy as well as the 
laity when it is used only to free suffering people. 
I have been very struck at realizing how I had 
never thought of the extraordinary help the psy- 
choanalytic method can be in pastoral work, prob- 
ably because wicked heretics like us are so far 
away from that circle.” 3 


Although one may be displeased with 
Freud’s amateur theology and his material- 
istic, atheistic, deterministic philosophy, it 
should be remembered that his philosophic 


— fe A L L uuu E E 
2 Freud, S. Collected Papers, translated by J. 
Riviere and edited by E. Jones, (London: Hogarth 
Press, 1953), 25-35. 

8 Jones, E., The Life and Work of Sigmund Freud, 
(New York: Basic Books, Inc., 1955), 439-40. 
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views are totally separate from his psycho- 
analytic theories and techniques. His work 
can be divided into two distinct areas. If he 
had only developed psychoanalysis and had 
written nothing about his atheistic philoso- 
phy, he would have been far more widely 
accepted today by the church. Many church- 
men have been so blinded by Freud’s re- 
ligious views that they cannot look further 
to see his monumental contributions to the 
understanding of human behavior. 


PRESENT DAY EFFORTS 
TOWARD CO-OPERATION 


In spite of the atheistic viewpoint of the 
early psychoanalytic movement, much is 
happening today in a co-operative way be- 
tween religion and psychiatry. 

Carl G. Jung’s work should be recog- 
nized, for his religious attitudes were the 
first antidote—within psychiatry—to those 
of Freud. Both Protestant and Catholic 
clergymen have found the writings of Jung 
useful in their counseling and also in their 
understanding of human behavior, 

His Holiness the late Pope Pius XII per- 
formed a much-needed task of clarification 
in reference to the Catholic attitude toward 
psychiatry. On April 13, 1953, he spoke to 
the Fifth International Congress on Psy- 
chotherapy and Clinical Psychology. His 
address was entitled “On Psychotherapy and 
Religion.” This was the first papal docu- 
ment dealing formally with the question of 
psychiatry. 

The Pope encouraged Catholics to “labor 
on a terrain that is very difficult,” and he 
assured them that their activity in this 
area was “capable of achieving precious re- 
sults for medicine, for the knowledge of the 
soul in general, and for the religious dis- 


4 This address has been published by the National 
Catholic Welfare Conference, Washington, D. C. 
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positions of man and for their develop 
ment.” 4 

In the past 10 years there have been com 
sistent efforts from both psychiatry and re 
ligion for rapprochement and collabora 
tion. Some of these co-operative efforts have 
been made by the Council for Clinical 
Training; the Edward F. Gallahue Confer 
ence on Religion and Psychiatry held am 
nually at the Menninger Institute; the 
American Foundation of Religion and Psy 
chiatry associated with Marble Collegiate 
Church in New York City and under the 
jurisdiction of psychiatrist Smiley Blanton 
and clergyman Norman Vincent Peale; the 
Academy of Religion and Mental Health 
the Committee on Psychiatry and Religion 
of the Group for the Advancement of Pay: 
chiatry; the Hogg Foundation In-Service 
Education Program for Air Force Chap 
lains; psychiatrists on the faculty of theo 
logical schools; and theologians on the fac 
ulties of medical schools. 


FINDING SOME ANSWERS 
FOR MODERN MAN 


The co-operative efforts of psychiatry and 
religion may well result in helping modem 
man find answers to some of his crud 
questions on his predicament. 

The church has often emphasized love as 
one of the chief virtues. It is significant 
that psychiatry is emphasizing that the E 
swer to man’s isolation and aloneness 1 F 
relatedness to and solidarity with his fellow 
man. Once Freud was asked what it ¥ 
he would consider the ultimate in ic 
normal, and he replied: “arbeiten Š 
lieben”—to work and to love. 

Unremitting creative effort and love i 
one’s neighbor are the human yali gre 
firmed. Both religion and psychiatry “rich 
that life can be ordered to good ends W 


n 
enrich and fulfill personal and comm 


> 
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ove of 


They share a common belief that love 
nd truth generate an atmosphere in which 
human character matures and is trans- 
formed. 

A major philosophical movement aiding 
greatly in the co-operative efforts of many 
groups such as psychiatry, psychology, phi- 
hbsophy, and the social sciences is existen- 
fialism. 

This philosophical movement has fur- 
ed a platform upon which these differ- 
mt groups with varying professional and 
personal commitments and beliefs can meet, 
Without apology or compromise, to discuss 
lich matters as anxiety, death, the over- 
toming of man’s separateness, the conflict 
between the counterfeit and the genuine 
, the faceless man of the masses, and 
iting for Godot. 

_ The groups involved in existentialism are 
seking deeper insights into the inner depth 
of the psychic life of man which cannot be 
Measured by the quantitative methods of 
the physical sciences. Grouped together 
‘mong the existentialists are Jews, Catholics 
id Protestants, as well as atheists. The 
3 tential philosophers recast the meaning 
‘religion and religious faith in relation to 
Me individual. They are more concerned 
th the predicament of man than with his 
Mature, 

In recent years there has been an artificial 
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separation of psychological and philosoph- 
ical matters. The great ethical thinkers of 
the past were both philosophers and psy- 
chologists. These men believed that the 
understanding of man’s nature and the un- 
derstanding of values and norms for his life 
were interdependent. 

The many disciplines attracted to exis- 
tentialism find that in the flexible frame- 
work of existentialism human values and 
ethics are vital concerns, both theoretically 
and therapeutically, not just of clergymen 
but of all who seek to understand and 
modify human behavior. Thus, this false 
separation or dichotomy, hopefully, may be 
eliminated. 

The study of religious psychopathology 
by both theologians and psychological sci- 
entists will give us a new understanding and 
appreciation of religious growth and devel- 
opment. Medicine, through the study of 
disease processes and pathological states, 
has learned a great deal about normal phys- 
iology. 

The eminent mental hospital chaplain 
Anton Boisen often encouraged chaplains, 
psychiatrists, and psychologists to study ab- 
normal religious behavior, not in order to 
depreciate or become overly familiar with 
the sacred, but to discover a new and deeper 
understanding of normal religious growth 
and development. 
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DONALD A. LETON, Px.D. 


Assessment of 


INTRODUCTION 


The diagnostic classification of school pho- 
bia has evolved from the field of child guid- 
ance and has received a general recognition 
in the literature. From the standpoint of 
nosology it is not an appropriate category 
since it merely identifies a symptom of more 
basic anxiety. 

School phobia can be defined simply as 
“a condition of anxiety related to school 
attendance.” The term implies, however, 
that the child has a localized fear of school 
and of the experiences he may encounter 
there. This inference is not entirely accu- 
rate, since most children who manifest 
school phobia have actually enjoyed school 
but cannot bring themselves to participate 
again in this enjoyment. The phobic reac- 
tion is generally expressed in all social 
situations. 

Secure adjustment in school is one of the 
most difficult developmental tasks faced by 


Dr. Leton is assistant professor, Department of 
Education, University of California at Los Angeles. 
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school phobia 


all children in our culture. The majority 
of children learn to enjoy independent s% 
cial experiences in their preschool years and 
readily accept the school regime. A fen 
children, however, find their separation 
from home and from their mother’s affet 
tion difficult. B 
This problem of emotional ise af 
been defined as “separation anxiety: a 
dren who suffer separation anxiety w iy 
they initially enter school are not ne P. 
regarded as phobic. After a child has Ee 
a successful adjustment to school, and il 
encounters an illness or serious family È 
ficulty which leads to an emotional ee 
sion, he may develop the syo RA but 
school phobia. Not only the see | 
all social situations outside of the oh 
represent a threat to his infantile secu 


REVIEW OF LITERATURE 


-n (6) ac 
One of the early references by Klein (6) 


“yelut 
curately describes the problem ai lat 
tance to go to school.” With insig f qoxidl 


ity he has also described the par 


nature of this problem: “. . . harsh attempts 
by the parents and school to get the child 
back to school greatly increase the child's 
fear and make the therapeutic task pro- 
tracted. Unfortunately, not getting the 
cild back to school has equally bad results. 
If the child remains out of school for a 
while there is a quick development of prim- 
itive regressive fear... .” The child is then 
unable to attend any school or even to 
accept kindness from any teachers or chil- 
dren. 

Before school phobia was recognized as a 
tlinical entity, the majority of these cases 
were handled in a forthright manner by 
school principals and authoritative parents. 
In the past decade, however, the incidence 
appears to be increasing, and parents and 
school personnel are willing to acknowledge 
their common dilemma. 

In reviewing the number of cases of 
school phobia seen at the Children’s Psychi- 
attic Service at Johns Hopkins Hospital, 
Eisenberg (2) reported a rate of .004 in 1948, 
increasing to .017 in 1956. He also estimated 
that the rate for 1958 was approximately 30 
“ases per 1,000 children treated at the clinic. 

tis expected that similar increases would 

Teported at other clinics throughout the 
“ountry, 

After seven children with school phobia 
Wete referred and treated at the Judge 

aker Clinic in Boston over the course of 
the school year, Hahn (11) established a 
*Pecial study unit in a suburban school 
System, 

Within 314 months, and as teachers be- 
E familiar with the emotional symp- 

Ms, there were 24 additional cases identi- 

~ The numbers of children seen at child 

dance clinics would not be an accurate 
Buge of the incidence of school phobia, 


a C there are many unreported and un- 


“ated cases in the school population. 
~N the basis of referrals in school psy- 
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chology over the past 10 years, the writer 
would estimate that approximately 3 chil- 
dren per 1,000 primary-grade pupils will 
show a severe school phobia in any given 
year. Since, however, the numbers of latent, 
untreated and partially-recovered cases tend 
to accumulate through the school grades, 
the incidence of milder chronic cases may 
approach 10 cases per 1,000 in the high 
school grades. 

Wallinga (12) confirms other reports that 
the condition is most frequently found in 
children from six to ten years of age. He 
also reports that the condition in adoles- 
cents is more severe and complicated by an 
overlay of neurotic defenses. 

Waldfogel and his associates (11) suggest 
that school phobia be divided into two 
types: neurotic, and characterological. An 
earlier reference by Peck of the same staff (1) 
suggested that school phobia in its early 
manifestation represented a neurotic crisis, 
whereas the prolonged effects of maternal- 
child dependency had become a “way-of- 
life” in chronic cases of school phobia. 
Johnson (4), however, does not agree that 
subtypes of school phobia actually exist, 
since the basic problem is essentially the 
same. 

There is a general concensus that school 
phobia represents some form of separation 
anxiety (1, 2, 3, 5, 6, 8, 9, 10, 11). Johnson 
(8) first described the condition as a “patho- 
logical emotional state in which the child 
and parent are in a relationship character- 
ized primarily by an intensive need on the 
part of both to be in close physical prox- 
imity.” Ina later study on school phobia (7) 
she also relates school phobia to the 
mothers’ unresolved emotional problems 
with their own mothers. 

Eisenberg (2) defines the condition simply 
as “an irrational dread of some aspect of 
the school situation.” His recognition of 
the related physical symptoms of anorexia, 
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nausea, vomiting, diarrhea, pains, etc., help 
to identify the psychosomatic aspects of the 
problem. These symptoms appear to be 
secondary to the phobia although there is 
also a mutual reinforcement between the 
earlier illnesses and mother-child care. 


STATEMENT OF THE PROBLEM 


The purpose of this study was to investi- 
gate the physical, social, and emotional cor- 
relates of school phobia. Although most 
references include discussions of illustrative 
cases (2, 5, 6, 8, 9) there has never been an 
intensive and systematic perusal of case 
materials. 

Data for this study were obtained from 
psychological case studies, cumulative rec- 
ord folders, school health records and type- 
scripts of play sessions and treatment inter- 
views. Identical records were not available 
for all the cases; however, there was no lack 
of material in the school records. 

The sample of 12 cases in this study were 
chosen as representative of school phobia. 
An attempt was made to include children 
from kindergarten through the high school 
grades. Ten of the cases were diagnosed by 
the writer and two by colleagues in school 
psychology. 

There were seven additional cases con- 
sidered and rejected for one of two reasons: 
(a) the symptoms were secondary to a more 
severe handicap, or (b) the data were not 
sufficient for comprehensive study. 

Six of the cases in the study were treated 
by the writer, two by a colleague, and four 
had not received any psychological or psy- 
chiatric treatment. 


HOME AND FAMILY BACKGROUND 


Since the major variables related to school 
phobia reside in family relationships, this 
area logically should receive first study. 
Although mother-child dependency has 
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been recognized as the most important fae 
tor, to regard this as a sole determinant — 
would be an error of oversimplification 
The complexity of family relationships $ 
reflected in sibling rivalry, in the onlines 
of single children, and in the father’s role 
in the family. 

Table 1 identifies the cases included is 
the study and provides some socioeconomic 
information about the families. 

The proportions of natural parents, foster 
parents and step-parents is probably similar 
to their distribution in the community. Tht 
occurrence of school phobia in a foster child 
does not appear to be very common. There 
were no fathers or stepfathers present in the 
home for 11B14, and 12G17. 

The first died 9 years previously, and the 
second was divorced 10 years previously. 
The proportion of girls and boys in this 
sample, i.e., seven of the twelve were giris 
is also comparable to the clinic rates. 

A review of the diagnostic materials dis 
closed that the following cases showed sib 
ling rivalry: 1G5, 2G7, 7B9, 8G10 
12G17. In this limited sample this repre 
sents five of the eight children with siblings 
Sibling rivalry appears to be a major & 
determinant in a number of cases: 
sibling jealousy was usually exp" 
ward a preschool child who may A 
garded as a recipient of the moth 
affection while the child is away in 

The occupational levels of the father 
may be higher in this sample than "a 
generally appear. The variations betw 
social class and occupational ratings can 
reconciled on the basis of parents ee 
tion, income, property ownership; i 
values, and status in the corir a ‘ai 


12G17 varied from occupational nie 
cause of the consideration of other s a 
factors. 

The social class memberships suggest = 


| 
f 
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Siblings 
Grade Parents and age 
kgn natural sister-3 yr. 
brother-1 yr. 
2nd natural sister-4 yr. 
2nd natural none 
$rd natural none 
3rd natural none 
4th foster stepbrothers 
11,6 yr. 
4th natural brother-3 yr. 
5th natural sister-1] yr. 
6th natural none 
7th mother- brother-17 yr. 
stepfather sister-10 yr. 
9th mother only brothers 
27, 22 yr. 
sister-17 yr. 
12th mother only _ sister-19 yr. 


age at time of identification. 


lildrearing practices of upper-middle- 
milies may establish the kind of de- 

y relationships from which school 
‘Would develop. This would be a 
WS assumption, however, since the in- 
€ of referral biases on social class 
Nave to be ruled out. 


eterminants in the three lower- 
nd the lower-lower families ap- 
© be different. The psychological 
the mothers were important fea- 


gcio-economic background of families with school-phobic children 


Father's Mother's Social Class f 
occupation occupation identification 
production homemaker U.M. 
control 
fireman homemaker U.M. 
school- teacher L.U. 
administrator 
wholesaler homemaker U.M. 
physician homemaker L. U. 
policeman homemaker L.M. 
project-research homemaker U.M, 
co-ordinator 
shop machinist cafeteria L.M. 
building- homemaker U.M. 
contractor 
freight-handler — hospital-clerk L.M. 
(carpenter) factory L.L. 
(manufacturer) secretary L.U. 


he case number in this and succeeding tables indicates its sequence in the table, sex B or G and 


class ranging from Lower-Upper, down to Lower-Lower. 


EMOTIONAL DYNAMICS IN FAMILY 


An attempt was made to identify those cases 
for whom the major portion of affect needs 
could be assigned either to the mother or to 
the child. This required an evaluation of 
the emotional behavior and adjustment of 
both. If the mother’s emotional adjust- 
ment reflected continuous and pervasive 
affect needs, the major portion of depen- 
dency was assigned to her. 

In contrast to this, if the mother’s ad- 
justment was relatively good, then the 
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child’s symptoms could be related to affect 
needs as they had developed in his own 
personality. 

This categorization was as follows: Case: 
1G5—child; 2G7—child; 3G7—child; 4G8 
—mother; 5B8—mother; 6G9—child; 7B9 
—child; 8G10—mother; 9G11—child; 
10B13—mother; 11B14—mother; 12G17— 
mother. 

In this classification the manifestations 
of the mother’s affect needs were seen in: 
marital unadjustment, divorce, temporary 
separation, and the lack of satisfying adult 
social relationships. 

The manifestations of the child’s affect 
needs were seen in: sibling rivalry, unre- 
ciprocated maternal dependence, peer diffi- 
culties, and adult-seeking relationships. 
This type of classification has not been at- 
tempted in previous case analyses, perhaps 
because the condition was assumed to be 
due to a mutual symbiotic relationship. 

In six of the ten cases for whom there 
were fathers present in the home there were 
indications of above-normal independence, 
aloofness, or distance from the mother and 
child. In another (8G10) the father ex- 
pressed a desire to move away in order to 
“temporarily withdraw” from the mother 
and daughter problems These emotional 
characteristics of the fathers were seen as 
basic to their personality rather than sec- 
ondary to marital adjustment. 

The findings in this respect may differ 
slightly from other studies. Lippman (7) 
reports that he found fathers to be “partic- 
ularly helpful in the treatment of children 
whose mothers are weak and passive.” The 
impression from the cases in this survey is 
that mothers are generally not weak or 
passive. They tend to dominate the child 
and the home affairs. The child, in turn, 
becomes demanding of the mother. In the 
face of this relationship the father or step- 
father may be relatively ineffectual. 
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Thus, it appears that the mother assumes 
a dominant role in respect to the child and 
in other home affairs; first, because the 
father exercises independence in his em 
ployment, and secondly because of her own 
normal or exaggerated needs for affection. 
A further discussion of the emotional char 
acteristics of the child is discussed in a later 
section. 


PHYSICAL CORRELATES 


The school health and attendance records 
had frequent entries for illness and absence. 
The absences were excused for a variety of 
reasons including: cold, stomach ache, sore 
throat, headache, toothache, nose bleeds 
and “needed at home.” The word “home 
sick” appeared in one case, when the writer 
intended “home, sick.” The frequent ap 
pearance of the suffix, “ache” in the at 
tendance records suggests the emotional 
nature of their problem. 

There was a high number of school ab 
sences related to stomach ache and heat: 
ache. A tabulation of their absences was 
not made because of their position in var 
ious grades. The parents’ excuse that the 
child was “needed at home” reflects mi 
dependency on the child. The mo 
willingness and readiness to request that 
child be excused could be easily doc 
mented by comparing attendance data W! 
normal children. 

In reviewing the health records 
necessary to select the entries which “a 
based on medical examinations and a 
sis. Table 2 presents the kinds of eva 
tions made by school and family physici 

Infections and psychogenic illness 
prevalent in the majority of cases: + thet 
were entries for either or both 0 rhe 
types of illnesses in 10 of the 12 cases., aid 
absence of fractures and accident inJ 
was conspicuous in these health re 


it wa 


cores: 3 
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TABLE 2 


Related health information for cases of school phobia 


Early childhood Sensory or 
No. illnesses other defects 
O 
pe frequent colds none 
107 visual 
| 367 6 weeks visual 
' prematurity food allergy 
chronic 
infections 
468 2 weeks frequent colds 
prematurity 
588 chicken pox rhinitis 
infantile eczema allergic food 
| asthmatic reactions 
| bronchitis 
6B9 record not “figs SI Saa ieee 
available 
189 ear infections hyperopia 
f tonsil and smog allergy 
adenoids chronic 
removed rhinitis 
8610 usual 
‘cu none none 
‘bis usual 
iby usual emotional 
obesity 
Rev usual none 


Precipitating Treatments 
illnesses prescribed Comments 
rheumatic Hospital and low-stamina 
illness home conva- 
lescence 
bronchial flu home care 
low-grade fevers Pediatric 
hysterical tranquilizers study 
vomiting frail 
appearance 
ref'd to 
psychiatrist 
none recorded 
ry 
influenza ewww ...... 
headaches 
influenza tranquilizer ref'd to 
psychiatrist 
bronchitis 
influenza home care 
rheumatic fever homebound frail 
instruction appearance 
short 
stature 
catarth medication 
knee sprain rest 


ee were only two cases for which 
Physica] anxiety could possibly be attrib- 
ed to constitutional factors, i.e., birth pre- 
àturity in 3G7 and 4G8. To contraindi- 
is, however, is the fact that neither 


of these girls showed evidence of perceptual- 
motor retardation or intellectual impair- 
ment (I.Q. 138 and 113 respectively). 

It would seem unlikely that constitu- 
tional factors associated with prematurity 
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would affect emotional development with- 
out also involving general or psychomotor 
abilities. In both of these cases the ma- 
ternal care and environmental protection 
were significant case features. 

The number of cases included in this sur- 
vey would not justify any conclusions about 
predisposing physical factors; nevertheless, 
there is some indication that a study of 
phobic children’s health in early infancy 
may shed some light on the development of 
the mother-child relationships. 

There were three families who were re- 
ferred for psychiatric help: 3G7, 5B8, and 
8G10. Not shown in the table, however, 
is the fact that the parents for 3G7 and 5B8 
did not accept this referral by their pedia- 
trician. It is interesting to note that the 
fathers in professional positions—the school 
administrator and physician—did not carry 
out the psychiatric referral for their chil- 
dren, whereas the shop machinist did. 


PSYCHOLOGICAL STUDIES AND 
ASSESSMENT 


All of the pupils in this study were referred 
for psychological examinations. The diag- 


nostic studies varied in their approach asd 
comprehensiveness. Some of the studis 
were limited to several interviews and as 
intelligence examination while others is 
cluded projective tests and doll play, As 
attempt was made to summarize the psyche 
metric and educational data in Table $ 

There is a general concensus that children 
with school phobia are above average in is 
telligence. The discrepancy between inta 
ligence and achievement was evaluated for 
these cases. Absences from school had 
led to any academic deficiencies except 
cases 10, 11, 12. The low level of a 
ment in 6B9 was probably due as much t 
school transfers as it was to absences. Pupil 
2, 3, 4, 8, and 9 were regarded as good stù 
dents prior to their phobia and 6, 7, 10 and 
1] were regarded as underachieving, or pom 
students. 

In addition to the individual intelligem® 
tests the Rorschach, the T.A.T., and set 
tence completion tests were used for pe 
sonality evaluation. Because of the vari 
tions in cases, it is not possible to tabulate 
these data. 

The following generalizations were made 
from personality tests: affect needs in a% 


TABLE 3 
Summary of educational and psychometric test data 
1Q Scores Reading grade LQ—Ach't. Subject 

Case No. and scale placement discrepancy pref 

1G5 107 TBL =a i 

2G7 138 TBM 4.3 Stanford normal Reading 

3G7 113 TBL 3.1 Lee Clark normal Reading 

4G8 132 TBL 3.7 Lee Clark normal Reading 

5B8 112 WISG ne ys Art 

6B9 96 TBL 2.2 Gates below none 

7B9 113 CTMM 4.1 CAT normal none 

8G10 117 WISC (V) 5.6 Jastak normal Social Š 

9G11 123 CTMM 7.4CAT ori Reading 
10813 105 WISC 5.7 CAT below Art 
11814 95 WB II 6.4 Jastak below 5005 


12G17 118 WB II (V) 10.6 Composite Iowa below — 


8; exaggerated maternal-child de- 
y 1, 2, 5, 8, 12; sibling rivalry in 
12; recourse to fantasy for emo- 
ctions in 2, 4, 6, 12. There 
Tack of responses indicating aggres- 
š and social assertiveness in the per- 
y test materials, 
fresignment to maternal dependency, 
ther dependency on child, was a 
eristic in the chronic cases: 10, 11, 
f Whereas three cases 3G, 4G, 8G, 
fan ambivalent regard for their 
ie., compliance and hostility. In 
ler cases the mothers were accepting 
thild’s emotional dependence. 
ponses to the Rorschach color cards 
and IX indicated disorganizing so- 
5, and the associations to the achro- 
ards IV, VI, and VII indicated re- 
and immature affect. The T.A.T. 
1, 2, 3GF, and 7GF appeared to 
hemes which were expressive of the 


te subjects, 8G, 10B, and 12G, re- 
d with stories to the blank T.A.T. 
b. The themes for 8G and 12G were 
cts with outcomes that reflected 
ulfillment. The material for card 16 
WB was not self-referent, but reflected 
t of parental tribulations. 

ure content of T.A.T. cards 3FG, 
I8GF evoked a fear response in 
8G and 9G and they showed a ten- 
O reject these cards. In general, a 
1 of the phobic state was promi- 
protocols, and this tended to ob- 
Specific dynamics of parent-child 
ps. Further study of T-.A.T. 
and sentence completion re- 
or school phobias may shed some 
ü the lack of ego-strength, which is 
tic of school phobia. 

(5) study of a case of school 
identical twins which included 
d T.A.T. analyses related the 
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phobic anxiety to faulty sexual identifica 
tion as well as to the fear of rejection and 
loss of love. On the basis of this study the 
writer formulated a tentative hypothesis 
that unsuccessful sibling competition may 
be related to confusion in the sexual identi- 
fication for the phobic children. 

The data in 1, 2, 7, 8, and 12 were not 
sufficient either to support or refute this 
hypothesis. Case data in 2, 8, 11, and 12, 
however, tend to indicate that the mothers 
were assuming both a masculine and fem- 
inine role in their relationship to the phobic 
children. In other respects the interpre- 
tation of projective test protocols was con- 
sistent with Kagan's. 


CONCLUSIONS 


This assessment of school phobia was based 
on a study of cumulative records, attend- 
ance and health records, and psychological 
case studies for 12 representative cases. The 
previous literature on school phobia has 
focused attention on the emotional dy- 
namics of mother-child dependency. 

On the basis of this investigation a fur- 
ther study of the following variables seems 
warranted: (1) Physical health and develop- 
ment in early infancy; (2) Childrearing 
practices in the upper-middle social class; 
(8) The role of the father in family affairs; 
and (4) The effects of sibling rivalry on the 
emotional strength of phobic children. 
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A look at dentistry and 


psychological concepts 


The widespread interest of the United 
States in the care and welfare of its people 
Ë universally recognized. An expression of 
the concern in the public’s health is the vast 
soup of researchers and their efforts toward 
goals which provide the optimum of well- 
being for the individual. 

In many instances, however, there seems 
“somewhat conspicuous lag between the op- 
bortunities afforded the individual through 
a discovery and the individual's use 
LK. For example, there is the avail- 

ility of tests for early detection and, 
thereby, control of disease conditions and 
oA are the countless instances of irrepar- 
a a damage which frequently reflect the 

Widual’s delay in responding to health 

š etvices, 

a Paper is concerned specifically with 
fel 4 Says lag as it relates to the 
Parti of dentistry. Dentists have become 

Icularly aware of the fact that although 


there have been many impressive contribu- 
tions to improve dental health, there ap- 
pears an increasing tendency for people to 
avoid treatment. 

The extreme reluctance with which many 
individuals respond to care of their teeth 
was sharply pointed up some months ago in 
a magazine article (3) describing the new 
dental hospital in Los Angeles. A caption 
read, “It has everything but patients.” 

The fear of being hurt as an important 
factor in the individuals neglect of his 
teeth has long been recognized, of course, 
by most dental workers. And although his 
ailment is regarded as almost universal, the 
individual who tends to shy away from 
dental treatment has come to have a dis- 
tinct personality classification—“the dental 
coward.” 
(eee a En 
Dr. Blum is supervisor in the Department of Adult 
Therapy, Postgraduate Center for Psychotherapy, 
New York City. 
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Systematic investigations designed to ex- 
plore the individual’s response to dental 
treatment have similarly indicated fear as 
a significant influence. For example, a 
study (7) concerned with the various factors 
which motivate people to care for or neg- 
lect their teeth, states in summary: “Dental 
care at present is largely defined as a serious, 
demanding, uninteresting and repetitive ex- 
perience. There is little notion of reward 
connected with it, but much of punish- 
ment.” 

Somewhat concurrent with the numerous 
advances in control of oral diseases and with 

the improvement in technical skills are the 
impressive number of “anesthesias” which 
have become available. And whereas such 
anesthesias as needle injection and gas were 
formerly administered with the expectancy 
of actual pain reaction to the specific dental 
treatment, some of the more recent agents 
are given with anticipation of the patient’s 
anxiety reaction even to the thought of 
treatment. To those agents which were 
formerly commonly employed have been 
added analgesia, hypnosis (induced both by 
personalized and now also audio methods), 
the variety of tranquilizing drugs, soft 
music, and, in some instances, television. 

Needless to say, however, surveys con- 
tinue to supply objective evidence of the 
nation’s conspicuous neglect regarding den- 
tal care. There is indication, in fact, that 
many patients who reach the dental chair 
do so in a state of emergency and because 
there is no alternative for the discomfort 
they experience. 

The dentist as a last resort is indicated in 
the study (7) referred to above. This study 

found that although not all people post- 
pone visits to the dentist until they experi- 
ence pain, more generally it is the determin- 
ing factor . . . “a toothache indicates that 
now is the time to see a dentist . . . the 
implicit notion being that dentists stop pain 
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more than (and, in many instances, in place 
of) prevent it.” 


BIRTH AND THE ONSET OF 
SECURITY NEEDS 


Workers in the psychological field, partic 
ularly those who concern themselves with 
the first years of life, stress the importance 
of security to the child in his relationships 
with the adult (in most instances his 
mother) who attends him. 

Perhaps almost equally emphasized by in- 
vestigators is the point that the child’s secu- 
rity is built less on what the mother does in 
her day to day contacts with her child than 
on her attitude toward him. Ribble (6), for 
example, in her consideration of the rights 
of infants, indicates that modern science 
assumes that the basic tie between mother 
and child exists in order that the child may 
be fed and protected from harm during its ` 
helpless infancy: 

“This theory, if it stops there, makes the 
function of the mother that of a trustworthy 
nurse, who can be arbitrarily replaced. It 
leaves out of consideration the matter of š 
personal relationship on which the child's 
future emotional and social reactions até 
based.” 

The child’s security needs are coupled, t0 
a significant degree, with his biological help 
lessness and with the distress which š 
evoked in him if his dependency upon w 
mother becomes threatened in any way: 


ORAL ACTIVITY AS A SOURCE 
OF SECURITY 
nt in this 


Oral activity is extremely importa’ 
y y e aspects 


scheme of things. The pleasurabl $ 
of oral activity have been pointed up Bs 
described somewhat extensively 10 ee 
chological writings. Many of the wH 
emphasize the satisfaction goals that go 


those connected with satiation of the 
ds appetite for food. For example, 
is thumb- or finger-sucking which fre- 
ntly occurs soon after birth. 
Sucking as a pleasure drive has been con- 
d from several points of view. One 
ry, for instance, describes finger-sucking 
aneed for more exercise of the sucking 
wchanism than the child has experienced 
jobtaining food. 
The investigator with psychoanalytic ori- 
mlation emphasizes the infant’s strong im- 
se to pleasure-getting, which experiences 
If strongest in the process of sucking. 
ther, the analytic worker cautions that 
Steady flow of basic pleasure energy is nec- 
ty for the infant’s well-being. Interrup- 
n of the sucking activity, in accordance 
With prearranged food schedules, causes 
Stious tensions in the infant. 
The psychoanalytic viewpoint embraces 
concept of the oral phase of sexual de- 
lopment and indicates that sucking is a 
‘suous pleasure. Thus, Fenichel (4) states, 
umbsucking shows that the pleasure 
fined from breast or bottle is based not 
“one on the gratification of hunger but on 
the stimulation of the erogenous oral mu- 
‘ls membrane as well; otherwise, the in- 
fm would disappointedly remove his 
humb, since it produces no milk.” 
However, even the investigator who is in- 
lined to a somewhat more conservative ap- 
Moach than that which concerns itself with 
ality as an initial phase of sexual develop- 
Ment concurs on the significance of oral ac- 
a in the life of the infant and young 


Jersild (5), for instance, says “. . . anything 

ât commands the child’s attention and 

* ths his energies to the extent that oral 

tivities do must be viewed as important 

€ economy of his life, whether or not 

“se oral activities are related to sexual 
elopment,” 
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THE INEVITABILITY OF 
FRUSTRATION TO ORAL 
PLEASURE-SEEKING NEEDS 


It has been well-demonstrated that although 
success in connection with a drive produces 
satisfaction for the individual, frustration 
of a drive evokes disturbing affects. It has 
also been shown that the individual at- 
tempts to move toward and to repeat pleas- 
antly-toned experiences and to withdraw 
from those with which he feels in conflict 
and helpless to cope. 

With respect to early oral activity, when 
we take into account such factors as the 
numerous demands of diet and feeding 
schedules which are imposed upon the 
child, we have to acknowledge that outside 
interference with the child’s oral needs, 
even under fairly normal conditions, is 
somewhat inevitable. In addition, his 
mouth and lips serve the infant and young 
child not only for food intake but in a more 
encompassing way to relate him to the 
adults important in his life, and to the rest 
of the world about him. 

The foregoing, somewhat more succinctly 
stated, suggests that the mouth and oral ac- 
tivity has the potential for affording the in- 
dividual the most profound gratifications 
and consequently also some of his most in- 
tense feelings of apprehension and threat. 

The psychoanalytic viewpoint indicates 
elements of carry-over of the oral phase into 
adult years. Fenichel (4), for example, says, 
“Tt is not necessary to go into detail here 
about the many phenomena in which oral 
eroticism is still retained in the adult—kiss- 
ing, perverse practices, drinking and smok- 
ing customs and many eating habits.” 

But even those investigators in the psy- 
chological field who tend to discount the 
psychoanalytic concept of orality with its 
implications have little quarrel with the 
concept of anxiety and its “unconscious” 
aspects. 
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“REGRESSION” IN THE DENTAL CHAIR 


I wish to point up that inherent in the cir- 
cumstances of the dental examination and 
treatment are elements which are compar- 
able to conditions in the early life of the 
individual. 

The infant suffers a biological helpless- 
ness which induces anxiety. The patient 
may become fearful of the state of immobil- 
ization, necessitated by dental procedure. 

The infant is dependent upon the par- 
ental authority. The latter nutures the 
child, but also causes discomfort through 
interference with the child’s oral pleasure- 
seeking needs. The patient is dependent 
upon the dental authority. The dentist 
cares for the patient’s teeth, but he also 
probes the oral cavity and thereby may 
touch off profound feelings of impending 
danger. Because the dental situation so 
readily lends itself to symbolization of the 
early life situation, it can, in the present, 
evoke for the patient much of the threat 
which he experienced in his long-forgotten 
past. 

In a motivational study of dental care (7) 
which was referred to earlier in this paper, 
the writers also indicate the long-standing 
significance of teeth to the individual and, 
thus, the meaning of dental care. In dis- 
cussing feelings about teeth, they state, “... 
that they are intimately connected with a 
person’s first pleasures and frustrations, and 
that they are supported and concealed by 
many personal and private, essentially un- 
conscious meanings.” 

From the point of view of the dentist and 
other workers in the dental field, it might 
be said that the majority have acquired, in 
their preparatory training, knowledge of 
theories and concepts in the sciences of 

human behavior. This is especially true of 
graduates of more recent years, for dental 
schools have become increasingly alerted to 
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the important role of psychology in clinical 
practice. 

Illustrative of the somewhat extensive 
background in the behavioral sciences which 
the present-day dental trainee generally ob 
tains is the work credited to a group of 
dental hygiene students who were in their 
senior year of training. Exclusive of a course 
in mental hygiene they were attend 
ing—and which I plan to discuss below 
—the number of courses dealing with de 
velopmental psychology, human relations 
and the like, ranged from one to six for 
each student, with an approximate average 
of three courses per student. 


SHALL THE PART BE GREATER THAN 
THE WHOLE (HUMAN BEING)? 


However, statistics on dental absenteeism, 
as well as on more directly obtained data on 
people’s response to care of their teeth, 
strongly indicate that the professional work: 
er’s acquaintance with psychology tends t0 
be little more than a passing one as the 
trainee advances from the lecture hall to the 
treatment room. . 
The outcome of the aforementioned ag 
cumstance in the dentist-patient relation 
ship is that the dentist tends to concentrate 
his interest on the patient’s mouth and is 
disorders. Because he may be beset by fears, 
the patient, on the other hand, is prim 
concerned with the kind of person the zx 
tist ts, for in his need for dental care # 
patient has an even stronger need for Ié 
surance and understanding. i 
Some confirmation that the dentist i 
to be interested in a limited part © 
rather than the whole being, appear a ia 
reported study (7) of patients’ att ugh 
toward the dentist. The study, i 
indicating exceptions to the aforemen™ ae 
observation, states: . there p: i 
tendency in this other direction, 


tends 
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sems to maintain an image of these men as 
being rather unconcerned with the patient's 
total welfare.” 


THE FACTOR OF TIME AS A DEFENSE 


At this point I anticipate protestations from 
the reader who is also a clinician. He feels 
dedicated to exercising his special profes- 
sional ability and technical skill in the serv- 
ice of the patient’s dental health. And al- 
though the dental worker may readily give 
verbal acknowledgement to the role of psy- 
thology in his clinical approach, he gen- 
erally proffers the factor of “limited time” 
to defend his particular approach. 

Time as a defensive reaction is exempli- 
fied by the statement of one dentist who su- 
pervises students in a dental school clinic. 
On one occasion, when I was observer in the 
Clinic, I indicated my interest in the psycho- 
logical aspects of dental practice. 

The dentist responded: “This is an in- 
stitution; we see many people. It would be 
nice if we could do a psychoanalysis on each 
patient.” The foregoing comments, with 
the flavor of exaggeration, further indicate 
what an alien concept psychology can be to 
the clinician whose speciality is other than 
Psychology. 

It is needless, perhaps, to point up that 
the tendency for the doctor to be interested 
only in a specific aspect of the patient's 
health is not limited to the practice of 
dentistry. The numerous popularly writ- 
ten articles dealing with difficulties in 

Ysician-patient relationships are remind- 
ts that the problem is also existent in most 
cther branches of medical practice. 

P Balint (1) in his introduction to The 
octor, His Patient and the Illness, indi- 
‘tes undesirable aspects in the relationship 
a the doctor to his patient. Balint ques- 
> “.. . why does it happen so often 
ât, in spite of earnest efforts on both sides, 
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the relationship between patient and doctor 
is unsatisfactory and even unhappy?” Ba- 
lint states that those aspects of medical 
thought and practice which are in need of 
revision may be summed up as the pathol- 
ogy of the whole person. 

My reported findings from an explora- 
tory study of pediatric practice (2) lend 
further support to the evidences of dishar- 
mony in the doctor-patient relationship. 
The data were obtained through direct ob- 
servation of pediatricians’ and mothers’ be- 
havior in well-baby clinics and through in- 
terview with the mothers. 

One of the findings was that the mothers 
were inclined to regard pediatric practice as 
quite circumscribed, with the pediatrician 
interested, for the most part, in the physical 
needs of the child. Thus, the concerns 
which the mother expressed to the pedia- 
trician related, in most instances, to physi- 
cal aspects of the baby’s development. En- 
couraged by the interviewer, however, the 
mother described a wide variety of con- 
cerns which related principally to her baby’s 
emotional and social development. | 


PRACTICE WITHOUT THEORY 


It would seem that there is a somewhat 
reasonable basis for the practitioner’s de- 
fensiveness—such as that of employing the 
restriction of time to justify his indifference 
to the patient as a total individual. 

With respect to the dentist—he defends 
his concentrated interest in the patient’s 
mouth and its disorders because he regards 
his specific training and psychological con- 
cepts as incompatible to each other in prac- 
tice. 

But how is it that the dental graduate who 
presumably has met all requirements in the 
given behaviorial science courses comes to 
believe the application of psychology and 
his dental skills as mutually exclusive? 


269 


I believe that the aforementioned aliena- 
tion occurs because, in most instances, the 
science of human behavior is taught the 
dental student as preparatory to rather than 
in conjunction with the application of his 
dental skills. 

As a consequence, the student tends to 
compartmentalize psychological theory and 
the fact he has acquired. And as he pro- 
gresses away from his didactic training and 
enters into his dental practice, the vestiges 
of what he has learned from the psycho- 
logical field become manifest in the lip serv- 

ice he at times gives to the role of psy- 
chology. 

However—and perhaps it is superflous to 
indicate it here—as long as the mouth which 
the dentist treats is one of a living human 
being, psychology is an integral part of den- 
tistry! 


THE APPLICATION OF THEORY 
TO PRACTICE 


With the seemingly far-removed goal of 
diminution of the patient’s fear reaction to 
treatment, I recently attempted to modify a 
course in mental hygiene which I was teach- 
ing a group of dental hygiene students.1 
It is not within the scope of the present 
paper to detail content or outcome of this 
course. However, it might be of interest to 
the reader to know of certain aspects of the 
undertaking, which tend to emphasize some 
of the points already made in this discus- 
sion. 
At the first class meeting I described to the 
group the intended departure from previous 


1I wish to express my indebtedness to Dr. Frances 
Stoll, director of courses in dental hygiene, School 
of Dental and Oral Surgery, Columbia University, 
for her interest and co-operation, which enabled me 
to explore the possibilities of a new approach to 
this course in mental hygiene. 
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methods of teaching the course. Briefly, the 
new plan was to spend the first half of the 
period on the spot, so to speak, (i.e. in the 
clinic), which would enable direct observa- 
tion of what goes on in the dental worker- 
patient relationship. The remaining hour 
would be given to consideration of psycho 
logical concepts, discussion of clinic data, 
and the significance of each in the light of 
the other. 

The group’s reluctance to digress from 
the usual course procedure of lecture and 
notetaking was apparent in the expressed 
resistance to the proposal of this alternative 
approach. 

One student, speaking for the rest, said 
in essence that the students did not have 
time to be psychological since they had a 
“certain number of mouths to do” in the 
given clinic time. Another indicated that 
there was no need to be psychological since 
the patient is conditioned: “He just sits 


down, closes his eyes and opens his mouth.” © 


Another even suggested that it would be @ 
waste of my time. 

However, as the course progressed and 
developed, it became evident that alte 
perception—and thereby response—0? the 
part of the student in relation to the patient 
could be somewhat readily effected. [llus 
trative of the procedure is the area of S 
pressive behavior. Lecture room orienta 
tion included discussion of such factors be 
the meaning of expression, characteristics 3 
expressive behavior, and expressive featur f 
There followed clinic assignments such i 
development of inventories of the E 
various responses to the treatment situa 
indicated by his expressive moventi a 

Expressive behavior seemed to bec 
truly meaningful to the group as they 


` 


n t's 
noticed and then looked for the pale | 


ae feel- 
various modes of communicating e 
ings. Class reports ran from ohi 
of such larger, more obvious mover 
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“quirms in the chair” and “constantly 
osses and uncrosses his legs” to such less 
discernible, more subtle expression as “the 
patient's hands begin to sweat;” “he takes 
‘extra firm hold on arms of dental chair;” 
‘and “the lower lip becomes taut.” 

| Moreover, there emerged from the clinic 
experience a number of unforeseen, positive 
byproducts. The students, for example, in 
turn became observant, and in class reports 
evaluated the appropriateness of the be- 
havior of their co-workers and dentists in 
Tesponse to the patient. 

Also, in those instances where conditions 
of the immediate treatment situation dif- 
fered from that of more common occurrence 
(insofar as psychological significance), vari- 
ous members of the clinic staff would invite 
me to participate in regard to the problem 
in question. 

Thus, in all of these ways, psychology was 
drawn into a more functional relationship 
With dental practice than formerly. 


RECAPITULATION 


This report concerned with the present-day 
P toblem of people’s fear of dental treatment 
and, thereby, neglect of their teeth. The 
Problem was approached from the points of 
Mew of both patient and dentist. 
From the point-of-view of the patient, an 
Attempt was made to describe the basis of 
fear response. The significance of the 
Mouth was considered. Oral activity in the 
ie of the infant and young child was de- 
‘tibed. The paper indicates that through 
© mouth and oral activity, the child ex- 
Bees his most profound gratification 
Ut also equally deep feelings of apprehen- 
a and threat because of interference with 
“oral pleasure-seeking needs. 
tt Was stated that there are elements in 
circumstances of the dental examination 
d treatment which are comparable to con- 
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ditions in the early life of the individual. 
Therefore the patient “regresses,” so to 
speak, in the dental chair and in his de- 
pendency upon the dental authority, he ex- 
periences much of the threat which he ex- 
perienced in relation to parental authority 
in his long-forgotten past. 

From the point of view of the dentist, an 
attempt was made to describe his approach 
to the patient. It is indicated that the den- 
tist feels dedicated to the application of his 
skills in the service of the patient's dental 
health. Consequently, the practitioner 
tends to concentrate his interest on the pa- 
tient’s mouth rather than on the patient 
as a whole being. It is further indicated 
that present difficulties in the dentist- 
patient relationship stem from what the 
dentist sees as incompatibility between his 
specific training and psychology. 

The paper suggests that present-day den- 
tal practice tends to overlook the psychology 
of the patient primarily because courses in 
the science of human behavior are taught 
the student as preparatory to, rather than 
in conjunction with, the application of den- 
tal skills. 

Data in regard to a course in mental hy- 
giene was presented. The modified teaching 
approach, initiated by the author, was 
briefly described. Outcomes in regard to 
the course were indicated. In the author's 
opinion, the results tend to afford a basis 
for a sanguine outlook in regard to dentist- 
patient relationships. 

It would seem that only when pathways 
are developed to make the field of psychol- 
ogy more accessible to that of dentistry will 
there be a diminution of the patient's fear 
response to the dentist and then, also, less 
neglect in the patient's care of his teeth. 

Finally, the many points of similarity to 
medical practice, which appear all along the 
line of this report on dentistry and psycho- 
logical concepts, carry implications for a 
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a 


more comprehensive understanding of the 
patient on the part of the physician. 
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A new dimension for volunteers 


Many state psychiatric hospitals receive 
committed patients from local county psy- 
chiatric hospitals and courts. Because these 
are different governmental units, there of- 
ten are differences in their regulations as 
Well as in their basic functions. These dif- 
ferences tend to create problems for the 
relatives of the committed patient. 

It is usually a problem for the employees 
of governmental agencies to keep up with 
the changes in their own rules, not to men- 
ton the regulations or procedures of an- 
other branch of government. Therefore, it 
3 not unusual to find the patient’s relatives 
bewildered and confused because of the 
lack of information about the state hospital. 

The problem is further complicated by 
the fact that although the county psychi- 
atric court is located in a metropolitan area, 
ao hospital is usually quite some 
i... away. This very distance lessens 

€rstanding and the availability of infor- 
Nation. This situation is compounded by 


the emotional turmoil most relatives un- 
dergo at the time of the court hearing. 
Hurried advice and information given at 
this time are often lost because factors of 
emotional stress are present. 

In many jurisdictions a sheriff or other 
police official transports the patient to the 
state hospital. Relatives are separated from 
patients at this point and if they are per- 
mitted to visit early, they must come long 
distances via poor or inadequate public 
transportation. This system has a built-in 
process which isolates the patient from his 
family and community. 

Volunteers have worked directly with 
mental patients in state psychiatric hos- 
pitals for many years. Occasionally, the 
families of patients have received services 
from volunteers. Little attention has been 
paid, however, to the role of volunteers in 
helping members of the patient's family be- 
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fore the patient is admitted to a state hos- 
pital. 


COMMUNITY MENTAL HEALTH WORK 


The literature contains many references to 
the fine work done by volunteers in the 
mental health field, pointing out that their 
work, “. .. is one of the best methods to 
help educate communities to an under- 
standing of mental illness . . .” (2). 

When mention is made of volunteers 
working with relatives, it is in relation to 
“finding homes in the community for dis- 
charged patients or those in the family-care 
program” (1). 

In general, the attitude expressed by 
Milne seems to prevail: “. . . the needs of 
the chronic patients are the greater. The 
early cases are, as a rule, short-term cases, 
and in regular touch with their relatives 
and friends . . .” (6). 

Previous work with relatives by volun- 
teers at or near the time of commitment has 
been done in Oregon and in San Diego 
County in California. In both cases the 
volunteers worked in person through mailed 
invitations to bring relatives to a group 
meeting conducted by professional staff. 
Neither of these programs is in operation 
today (7). 

In general, although many aspects of vol- 
unteer work are stressed in the literature or 
portrayed in a new film about volunteers 
(8), no attention has been paid to the volun- 
teer’s role with relatives of newly admitted 
patients. 


PLANNING FOR RELATIVES 


Camarillo State Hospital has 6,300 adult 
male and female and child patients. The 
average last year was 420 new admissions 
per month. Although over 80 per cent of 
the hospital’s patients come from Los An- 
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geles County, there are five other counties 
also sending patients. The Los Angeles 
Psychopathic Court is housed at the County 
General Hospital which is located 57 miles 
by freeway from Camarillo State Hospital. 

No adequate public transportation to 
the hospital is available to relatives except 
on Sunday when a bus brings visitors. 
Each Sunday over 1,000 patients have vis- 
itors. 

Marjorie Frank comments on the uni- 
versality of this problem when she says, 
“The isolation of most mental hospitals, 
both in the matter of physical distance 
from the community and, even more im- 
portant, from the standpoint of lack of 
consideration and understanding on the 
part of the community, has been of great 
concern to all those who are interested in 
mental health and the mentally ill. Our 
aim is to find a way of bridging that 
gap” (3). 

The social work staff at Camarillo State 
Hospital has long recognized the problems 
faced by relatives of new patients. Regular 
orientation meetings were held with rel- 
atives each Sunday afternoon. These or 
entation meetings were helpful, but often 
they did not reach the relative until he was 
past the acute period of need for help. i 

“It is immediately after the hospitaliza- 
tion, when the hospital is new and the doc- 
tor and social worker are unfamiliar, that 
there is need for some reaching out to the 
relative himself, and some attempt to help 
him through their first difficulty” (4). 

Late in 1957 plans were initiated to es 
tablish a volunteer program located at the 
court to give service to relatives of patients 
coming to the state hospital. There Was 
a conviction on the part of the psychiatric 
social workers that the community, as TP” 
resented by volunteers, could express to the 
troubled relative of a mental patient that 
the community did care. 


~ Both Evans and Frank have commented 
‘on the effectiveness of volunteers in be- 
coming interpreters to the community and 
to people with a genuine interest in the 
“forgotten citizens” (1, 3). The fact that 
“these were volunteers and not paid employ- 
"ees could help in establishing this symbol 
acceptance. 

ORGANIZATION OF THE PROJECT 
‘The development of the Court Relative 
‘olunteer Program took just over two years 
from conception to operation. The hos- 
tal administration gave its full support 
to the idea and backed the project through- 
‘out every phase. However, the use of 
Volunteers for this type of program was 
Very new and many people were openly 
| skeptical of its value and possibilities. Care- 
ful planning was essential if public and 
private groups were to work together. 

© The Los Angeles County Association for 
“Mental Health was selected as the logical 
‘group to help sponsor such a project. It 
is a group vitally concerned with the mental 
health needs of the community and it has 
broad community support and interest. 
The assistance of this group was essential in 
Order to allay any concern another govern- 
mental agency might have over co-operating 
‘in such a plan. The executive director of 
the mental health association took con- 
siderable personal interest in helping to 
make the Court Relatives Volunteer Pro- 
gram a success. 

The foremost question raised by the 
“mental health association was why the state 
or county did not provide staff to do this 
ork. There were two primary answers: 
First, in our society it has been customary 
private citizens to create facilities to 
ge gaps in services otherwise provided 
y governmental and private agencies. The 
ticipation by members of the commu- 
ty in a program of mental health can be 


New dimension for volunteers 
LEE 


a dynamic force for further community 
responsibility. 

Second, the volunteer can represent to 
the relative the acceptance of mental ill- 
ness on the part of the whole community. 
Just as they impress the patients with the 
fact that they are not paid members of the 
hospital staff, the volunteers in the hos- 
pital can do the same for relatives (2). 
There is a special quality of interest con- 
veyed by the volunteer which is perceived 
by people in trouble, This is a particular 
dimension of service the paid employee 
is unable to give. 

The mental health association next 
asked why the project was organized to 
provide services to the relatives of patients 
going to one hospital only. The answer, 
of course, was that when the project dem- 
onstrated successful operation, other hos- 
pitals could be included if they wished. 
Each hospital in the state has its own rules 
and suggestions for the relatives of newly- 
admitted patients. To attempt, in the 
beginning, to involve the staff of another 
hospital in this program, until they saw 
the need for it, would be premature. 

After the mental health association gave 
its support to the project, the next step was 
to secure the co-operation and collabora- 
tion of the staff of the Superior Court and 
the Los Angeles County General Hospital. 
The Superior Court judge and his staff 
of mental health counselors were keenly 
aware of the problems the relatives faced 
in the period just following the hearing. 

Unfortunately, their staff was under 
great pressure each day to take care of the 
new group of people coming for hearings. 
They were able to see that the volunteers 
could help overlap services for relatives 
between the ministrations of the Court 
and those of the state. Court personnel 
not only gave their support to this pro- 
gram; they also provided space, clerical 
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assistance, and professional time in ways 
which facilitated the project. 


SELECTION OF THE VOLUNTEERS 


One of the primary reasons for enlisting 
the support of the mental health associa- 
tion was to draw upon this organization’s 
experience in work with volunteers. The 
association’s executive director outlined 
five necessary criteria for a group of vol- 
unteers for this project: 


1.The volunteers would need to be 
members of an existing organization 
with its own means of supervision. 
These volunteers would be unable to 
draw upon direct supervision except 
by phone call to Camarillo State hos- 
pital. 

2. Volunteers would be selected rather 
than being those asking to serve. At 
times the mental health field attracts 
people who are seeking particular an- 
swers to their personal problems. In 
some situations this presents problems 
in having volunteers work with pa- 
tients. For this reason, it was thought 
well to select the group. 

3. They should be young women. The 
impression created by young, attrac- 
tive women is one of hope, interest, 
and enthusiasm. These qualities 
could help raise the relative’s morale. 

4. They should be rather uniformly well- 
educated. The members of the group 
would need to understand and quickly 
utilize mental health concepts. They 
would have little supervision beyond 
their basic training and would need 
to be able to draw upon their know- 
ledge to meet new situations. 

5. The group and its members should 
be well-motivated for public service. 
This could not be a group only in- 
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terested for the moment in a service, 
but rather motivated for the long pull 
of demonstrating a new approach in 
mental health volunteer services. 


The group selected was the Pasadena 
Junior League. In all respects this group 
more than met the criteria set forth. They 
had good organization and were able to 
schedule members to serve and keep to 
these schedules with no problems in this 
first year. The young women were eager to 
learn what they were to do and showed 
great creativity in meeting the unexpected. 
The pioneering aspects of the program 
challenged them and they were strongly 
motivated to see the project succeed. Lastly, 
the distance from their homes to the court 
was minimal. 


TRAINING THE VOLUNTEERS 


The major focus in the training of the vol- 
unteers was to enable them to know their 
limitations and yet to be able easily to 
assist the relatives. There was the danger 
of the volunteers assuming more respon- 
sibility than their abilities warranted and 
attempting to answer questions better an- 
swered by professional staff. Another as- 
pect of training concerned helping the vol- 
unteers become sensitive to the feelings 
relatives had when asked to fill out the 
social history forms. Finally, the volun- 
teers were given a tour of the hospital; the 
people and places selected were considered 
to be of maximum use in the volunteers 
work. ) 
Training started prior to their visit to 
the hospital. Each volunteer received an 
outline of the tour program, a statement 
of purpose for the Court Relative Volun- 
teer Program, and a social history packet. 
The social history packet consisted of the 
social history form and instructions for 


completing it. This was the same mater- 
ial which the relatives were asked to fill 
out and return to the hospital. The vol- 
unteer was asked to select some member of 
her immediate family and complete the 
form about that person as if the person had 
suddenly become mentally ill. 

After the volunteers had completed the 
social history form they were to reflect on 
the difficulties of the task and then destroy 
the form. The purpose was to help the 
volunteers become sensitive to the diffi- 
culties and resistances which the relatives 
experience when asked to do this. The 
volunteers commented with surprise on 
how emotionally trying this process was 
for them. They thought the task had given 
them a keener appreciation of what was 
being asked of the relatives. 

The volunteers needed to know only 
part of the work of the hospital, so three 
facets were shown. When relatives first 
came to Camarillo State Hospital to visit, 
they must contend with the size and com- 
plexity of the grounds and buildings. An 
effort was made to expose the volunteers 
to this impact so that they might use this 
experience to help the relatives. 

Relatives must register at either the 
men’s or women’s visiting desk before each 
visit. The clerical personnel working there 
are usually the employees who have the 
first and sometimes the most sustained con- 
tact with relatives. Therefore, both these 
employees and the volunteers discussed, in 
some detail, their respective roles. The 
volunteers were given concrete suggestions 
which enabled them to pave the way for 
relatives at the first visit. 

The volunteers were taken to the ad- 
mission ward to see the place where the 
patient first came and also to talk with the 
nurses. The nursing personnel on the ad- 
mission ward were able to give the volun- 
teer a picture of the patient's early needs in 
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hospital care. This enabled the volunteers 
to personalize the suggestions contained in 
the relatives’ information pamphlet which 
they would give to the relatives at court. 

The volunteers were taken on the tour, 
in groups of four, by members of the Social 
Service Department. The groups were 
small enough to enable each volunteer to 
ask questions and to receive individual 
attention from the psychiatric social 
worker. It was also important for the 
volunteer to become acquainted with the 
professional group which had primary re- 
sponsibility for helping the relatives. 

As the women became regular members 
of the hospital’s volunteer staff, they were 
indoctrinated into this role by the co- 
ordinator of yolunteer services of the Re- 
habilitation Department. Although these 
volunteers had a training program different 
from that of the intramural volunteer, they 
were an integral part of the hospital vol- 
unteer program. 

The psychiatric social workers prepared 
a list of 50 questions which relatives had 
raised in the orientation meetings held 
each Sunday. These questions served as 
a basis for the training of the volunteers 
in the types of questions asked. The ques- 
tions covered such topics as directions to 
the hospital, visiting hours, who pays for 
hospital care, what kinds of treatment are 
given, what clothes are needed, is the food 
good, can relatives pay for special care, and 
variations of these. 

Role-playing was the best means of train- 
ing these women, for they were being asked 
to assume a new role and needed a con- 
trolled experience in facing a relatively un- 
known situation. 

Five psychiatric social workers were 
selected to represent a group of relatives 
at court. Each psychiatric social worker 
had become familiar with the list of ques- 
tions and had decided to portray a relative 
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responding to the court situation in a par- 
ticular way. 

One relative was depicted as crying and 
anxious, another as angry and demanding. 
A third was represented as calm and under- 
standing, while two others pictured rel- 
atives who were confused and vague in 
their thinking. The writer played the role 
of the volunteer—as it should be carried 
out at court. All of the volunteers made 
up the audience at this first demonstration. 

After a 10-minute session, the group 
was invited to ask questions and to discuss 
the material. In this period the volunteers 
were assisted in gaining a “feel” of the role 
they were to assume. A few women in- 
dicated a readiness to play this role with 
the simulated relatives. The writer, then, 
was able to assist them in correcting their 
perceptions of the role. ` 

This demonstration led to questions by 
other women in the group who were in- 
vited to take on the role of “court relative 
volunteer.” Areas of concern or vagueness 
in the volunteer’s mind were clearly re- 
vealed and open to immediate correction. 

At this time, the major emphasis was 
placed on the approach to the relatives 
through referral to professional staff at the 
hospital. This training was to prepare the 
volunteer to refer—not answer—the many 
questions relatives ask at such a time. Vol- 
unteers were not expected to know the an- 
swers to all of these questions, but they 
were expected to know how to handle the 
situation sensitively and honestly. 

The training situation was valuable not 
only in training the volunteer, but in re- 
vealing that several were not comfortable 
in the situation. These women dropped 
out of active participation in the program. 

Some anxiety is to be expected when 
people take on a new and unusual assign- 
ment, and this was true with this group. 
A day before the women were to start, 
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several said their husbands had objected 
to them working with “those people at 
court.” Recognition was given to their 
anxiety, but it was pointed out that hun- 
dreds of volunteers work with psychotic 
patients, whereas they would be working 
only with the relatives. This seemed to 
be the last sign of apprehension which the 
members expressed. 

` Provision was made for the hospital to 
accept collect calls from the volunteers to 
the writer any time they needed to dis- 
cuss any problem. The only time this 
has been used was when supplies of forms 
were running low. 


OPERATION OF COURT RELATIVE 
PROGRAM 


The Court Relative Project started in No- 
vember, 1959, with 22 volunteers from the 
Pasadena Junior League. The women 
served two at a time and one day every 
other week. Most of the volunteers lived 
only a few minutes drive from the court, 
and since the hearings lasted an hour and 
a half, they worked only part of a morn 
ing. This permitted the volunteers, most 
of whom had children, to carry out their 
work without interrupting their families 
schedules. 

In the Los Angeles County Court the 
hearings for the mentally ill take place 
in the same building where the patients 
are first hospitalized. The court is held 
in a formal courtroom with the judge and 
about seven or eight members of his staff. 
All the relatives of the patients coming to 
court are seated in the audience section of 
the courtroom. 

The volunteers sit up with the court 
personnel near the place where the rela- 
tives are brought when the patient's case 1$ 
heard. Just before the hearings start the 
mental health counselor of the court asks 
the members of the family to attend the 


meeting conducted by the volunteers after 
all the hearings are completed. 

When a patient’s case has been finished, 
the relatives leave the courtroom accom- 
panied by one volunteer, Very often a 
member of the family is upset and crying, 
while other families show their concern and 
anxiety by being tense or irritable. The 
volunteer is right there to let them ex- 
press their feelings and ask a few ques- 
tions, 

She suggests to the relatives that while 
they are waiting they might want a cup 
of coffee. At this time she also gives the 
family a copy of Mental Illness: A Guide 


` for the Family by Edith M. Stern. This 


helps the relatives concentrate on some- 
thing concrete and enables them to re- 
gain their composure after the stress of 
the hearing. 

By the time one volunteer has helped 
one family group to this point, another 
case has been completed and the other 
volunteer is repeating the process with 
still another family. In this way the vol- 
unteers alternate with each family and 
assist them at the initial period of distress. 

The California Department of Mental 

Hygiene supplied—tfree to each family unit 
—a copy of Mental Illness: A Guide for 
the Family, We think this booklet is almost 
emotional “first aid” for the family of the 
newly admitted hospital patient. The book- 
let immediately gives the members of the 
family something upon which to focus 
their attention and something which will 
assist them in helping the patient. 
_ Although the family is too disorgan- 
ized to read content, they are able to per- 
ceive the attitude expressed in the way the 
booklet is arranged. It appears that when 
the family is alone, the booklet is of sup- 
Port and specific help in understanding 
the co-operative role they can play with 
the hospital staff. 
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After court adjourns, the volunteers take 
the relatives into a room for a meeting. 
Each person is given a copy of the Cama- 
rillo State Hospital information pamphlet 
How to Help. This pamphlet explains 
specific details relatives need to know about 
visiting, sending mail, reaching the pa- 
tient’s doctor, bringing clothes and money, 
and directions for locating the hospital. 
The volunteer reviews all the points listed, 
emphasizing that visiting is permitted ev- 
ery day and is encouraged by the hospital. 

The volunteers also direct the relatives’ 
attention to the fact that there are trained 
people in the hospital who can help them. 
One of the ways the hospital has provided 
help_to the relatives is through the psy- 
chiatric social workers and the Sunday or- 
ientation meetings for relatives. Although 
the volunteers can answer some basic ques- 
tions about the hospital, they have been 
trained to refer the relative to the profes- 
sional staff of the hospital for specific and 
detailed information. 

The first impression visitors have of the 
many buildings and spacious grounds at 
Camarillo State Hospital is one of com- 
plexity and vastness. To lessen the impact 
of this reaction and to create familiarity 
with the hospital, volunteers show the rela- 
tives the photographs of key places in the 
hospital. The photographs help identify 
the key route to the hospital and the vis- 
iting registration areas. 

We think that by creating a feeling of 
ease for the relative in his initial contact 
with the hospital, we are helping the 
patient too. ‘Relatives have usually been 
caring for the sick member of the family and 
suffer a letdown when the patient is com- 
mitted. One reaction relatives have after 
court is the feeling that they have no part 
to play in the care of the patient. The 
volunteer is able to explain that the in- 
formation known to the relative is im- 
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portant and needed by the hospital staff. 

The first step in helping the family take 
on the role of shared responsibility is in- 
troduced by the volunteer with the help 
of the social history form. An “open-end 
question” type social history questionnaire 
is used by the hospital. The volunteer 
gives each relative a copy of this question- 
naire with a request to complete the form 
and mail it to the hospital. Sometimes 
the relative indicates there are people im- 
portant to the patient who are not at court. 
The volunteer gives out as many forms as 
the relatives can use. At times there will 
be three or more social history forms 
received on one patient, all to the advan- 
tage of the patient and the staff. 

The group meeting for the relatives 
enables relatives to raise questions perti- 
nent to the whole group. However, rela- 
tives sometimes seek to speak privately 
with the volunteer. 

The husband of a young woman just 
committed waited until he was able to 
ask in private if the hospital was like a 
“prison.” The volunteer was trained not 
to offer “reassurance” or to defend the 
hospital with praise or enthusiasm. She 
answered matter-of-factly from her own 
observations of the hospital. The volun- 
teer’s description provided some realistic 
picture for the husband, regardless of the 
meaning behind his question about a 
“prison.” 

The volunteer was trained to under- 
stand that a common experience has dif- 
ferent meanings for different people. Her 
role was to direct the family members to 
the professional staff at the hospital for 
help with their individual feelings about 
this experience. 

Initially, the most frequent questions 
asked by relatives concern spending money 
and clothing for the patient. The vol- 
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unteer is able to advise the relatives that 
they may give the patient two dollars in 
cash when they visit him after the meet 
ing. It is permissible for the patient to 
have this amount of cash both in the Los 
Angeles County General Hospital and in the 
State Hospital. Other amounts of money 
belonging to the patient are transferred 
some time later. Without this cash in his 
pocket, the first week in the hospital is 
uncomfortable and inconvenient. The 
relatives are also told what kinds of cloth- 
ing to bring or send during this early part 
of the hospitalization. 

Relatives are interested in knowing if 
the state makes a charge for hospital care. 
They are told that within a few weeks a 
form will be sent to the responsible rela- 
tive requesting answers to questions on 
income and expenses. The family's abil- 
ity to pay is determined from this form. 
The relatives are informed that more in- 
formation on this can be obtained from the 
hospital agent at Camarillo. 

There are always questions about the 
type of treatment given patients. As with 
other technical questions, the volunteers 
point out that the meetings held on Sun- 
days by the psychiatric social workers pro- 
vide answers to questions like this. The 
primary service the volunteer performs is in 
assisting the relatives to use the staff and 
the facilities provided by the hospital. 

Many questions asked are already an- 
swered in the pamphlet How to Help, but 
the volunteer repeats the answers with the 
knowledge that in times of stress people 
have difficulty assimilating information: — 

The volunteer represents the hospital; 
thus, this first contact is a vital one in the 
total treatment of the patient. The fam- 
ily plays a key role in the recovery of the 
mental patient, and the first contact may 
set the pattern for future co-operative work. 


Blose collaboration between the family 
d the staff will promote better treat- 
for the patient. 


TS OF THE PROJECT 


he psychiatric social workers noted, after 
start of the program, that relatives at 
Sunday meetings were more emotionally 
i to discuss the problems they were 
g on a more meaningful feeling level 
than concentrating on clothes or 
This enabled them to focus on 
ow to help the patient and what they 
wuld do to help maintain their families. 
Hospital staff also noted that there was 
m increase in total visiting to patients 
as well as earlier visiting. A more liberal 
isiting policy had much to do with this, 
but the personal approach by the volunteer 
elped make the policy more effective. 
Too often the mentally ill person is 
solated and progressively ignored by his 
family following admission to a state hos- 
The family is not encouraged to 
and often is discouraged through ar- 
i y time limits before the first visit. 
Discouraging visits by relatives fosters the 
attitude that mental illness is hopeless, 
nd that the family should start breaking 
heir ties with the patient. 
_ The volunteers have noted a reluctance 
bn the part of many relatives to visit the 
te Hospital because they dread the whole 
ience. Therefore, it is not surprising 
find we have great difficulty in re-estab- 
ing family relationships with long-hos- 
ed patients. Often the hospital’s 
tial attitude toward the relative in dis- 
couraging visiting intensifies the relative's 
-+ Teluctance. 
We found a more effective response by 
relative in returning the social history 
tionnaire after this personalized volun- 
approach was started. Before the 
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volunteer program, the social history was 
cither mailed or given without explana- 
tion to the relatives. The prevolunteer 
approach elicited a return of 54 per cent 
of all questionnaires given out. After the 
volunteers started, the returns increased to 
66 per cent, and 6 months later were at 
86 per cent. 

It is important for the social history 
to be available to hospital staff as soon as 
possible; therefore, an early return is of 
special value. In the pre-volunteer period, 
80 per cent of the questionnaires returned 
were received within two weeks. After 
the program was begun, 99 per cent of 
the social histories were returned within 
two weeks. 

A number of relatives have commented 
to members of the hospital staff about the 
help they received from “the young women 
at court.” They all seemed to feel that 
these volunteers were sincerely interested 
in the relative and responsive to the fam- 
ily's problems. 

In the first nine months of the pro- 
gram’s operation the volunteers saw an 
average of 150 relatives each month. This 
represents only those relatives of patients 
going to Camarillo State Hospital. 

Observations made by employees at the 
County Hospital reveal two concrete mi- 
provements: 

(1) Relatives find help immediately and 
do not mill about after court seeking in- 
formation from diverse people who are 
unable to offer correct information, and 

(2) The relatives who once left immedi- 
ately after the hearing, unaware of the in- 
formation they needed, do not phone the 
court staff a day or two later asking for 
it. 

An unanticipated advantage of this vol- 
unteer program was the ability to transmit 
more quickly to relatives changes in hos- 
pital policy. When the hospital relaxed 
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restrictions on visiting by children, it was 
possible to inform the relatives of this 
change through a call to the volunteers. 

After the program had been in opera- 
tion for six months, recognition of the 
value of the volunteers’ service was given in 
two ways. The first was at the annual 
volunteer recognition day at the hospital. 
The Pasadena Junior League received an 
award for giving over 1,000 hours of serv- 
ice to Camarillo State Hospital. 

The second was in the form of a request 
from the superintendent of another state 
hospital to serve the relatives of the pa- 
tients coming to his hospital. The court 
relative volunteers have been giving serv- 
ice since then to two hospitals with two 
rather different sets of rules and expecta- 
tions for relatives. 


SUMMARY 


Relatives of mental patients play a sig- 
nificant role in the treatment of the patient, 
starting with their first visit to the state 
psychiatric hospital. Although volunteers 
have been used to help patients in and out 
of the hospital directly and indirectly, they 
have not been used to help the relatives of 
the new patients. When the volunteer pro- 
vides immediate help to relatives at court, 
some of the stress is lessened and construc- 
tive ways to help the patient are found. 
Volunteers sought out from established 
organizations with a high motivation for 
public service can be trained to carry out 
a difficult and responsible program with 
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minimal supervision. The training must 
provide an intellectual challenge and an 
understanding of the objectives of the pro- 
gram on a “feeling” level. Positive re- 
sults in increased visiting, earlier Visiting, 
higher return of social histories, and ex- 
pressions of satisfaction from the relatives 
are seen on an increasing scale. 

“As a member of the community, the 
citizen has a role of vital importance. In 
the last analysis, a mental health program, 
just as any health program, is a commu- 
nity responsibility” (5). 
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Common record forms: 
A study of psychiatric 
agency co-operation 


The community of Staten Island, N.Y., as 
is true of many communities, was faced in 
1958 by the fact that no one of its three 
psychiatric agencies had all the resources 
Necessary to meet the many mental health 
problems which were becoming manifest. 
The area’s two hospital psychiatric clinics 
and its Child Guidance Clinic, in addition 
to being separated physically, had staffs 
with different skills and patterns of work. 
In order to utilize these skills, a pattern of 
continual interagency referral had been de- 
veloped to maximize the efficient and non- 
duplicated use of the personnel available. 
Even with a good referral system in op- 
eration, each agency was confronted with 
the task of maintaining good case records 
for use in their diagnostic and treatment 
programs. Despite excellent working re- 
lationships and an easy flow of patients, it 
was the common practice of each agency 


to develop its own records on its own 
forms in each case. 

Thus, although one agency might do a 
thorough study of a case, this study was 
repeated when the patient was referred to 
another agency because records could not 
be readily exchanged. 

For instance, social workers in each 
agency would write a family history. Then, 
perhaps for no reason other than a differ- 
ence in the proper form of the family his- 
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tory sent from another clinic, a similar 
history was repeated in the second agency. 
This was both an expensive use of profes- 
sional time and a duplication of clerical 
work, 

Since 1957 the Staten Island Mental 
Health Society, which operates the commu- 
nity’s Child Guidance Clinic, had under- 
taken within the community an extensive 
educational program on problems in child 
rearing and in general mental health. This 
resulted in a general increase in requests 
for psychiatric service. There was, how- 
ever, no increase in personnel to provide 
this service. This demand for service step- 
ped-up the pressure to increase immediately 
the efficiency of psychiatric services in the 
community. 

In 1957 the Child Guidance Clinic was 
exploring the possibility of improving the 
forms that it used for its own records. This 
clinic had a history of joint effort with the 
other psychiatric agencies in the commun- 
ity, and many individuals on the staff of 
the other agencies had worked in the Child 
Guidance Clinic. 

Within this context it became conceiv- 
able that a set of forms might be developed 
for use by psychiatric clinics, which would 
be interchangeable, so that work in one 
clinic could be substituted in the case rec- 
ords of another clinic, as though it had 
done the work itself. 

In addition, the agencies could seek con- 
sultative help from each other without hir- 
ing specialized staff to do case studies. The 
possibility that a system for interagency 
exchange of records had already been de- 
veloped was explored and none was found. 

Through meetings between the psychi- 
atric staffs of the two general hospitals, 
the Child Guidance Clinic and the family 
agencies, a number of requisites for forms 

useable by more than one agency were out- 
lined. i 
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These are: 


(A) The forms must be useful in a gen- 
eral hospital's records, in the psy- 
chiatric clinics of the general hos 
pital, in independent child guidance 
clinics and in independent family 
agencies. 

(B) Photocopying of forms currently in 
use in the different agencies could 
not substitute for a common form 
because these could not be incor- 
porated into case records charts as 
an integral part of the record. 

(C) A summary report from a particular 
agency (such as a medical summary 
of a case history) could not meet the . 
requirements because under this plan 
each of the agencies needed to have i 
a substitute for its own detailed 
study rather than a brief statement. 


A multileafed, preprinted carbon form 
to be completed by the agency first seeing 
the case seemed the ideal solution. i 

Several issues emerged during the dis- 
cussions as being crucial to the develop- ! 
ment of the content of the uniform form. — 


(A) Subject of the report. Is the focus 
of a psychiatric report to be on the 
patient or on the family structure 
of the patient? : 

During the discussions members 0 
different disciplines tended to focus 
on different aspects of psychi 
problems. By developing a set o 
color-coded forms for use by each 
discipline in all agencies, compa: 
rable information about a ee 
problem could be obtained by p! ; 
ing up the forms which repran ` 
the particular contribution of E 
discipline—green for social wea 
histories; yellow for psychologic?” 
studies; white for psychiatric m 


terial; and pink for intake applica- 
tion. 


(B) Order of presentation, Is informa- 
tion to be presented first with regard 
to symptomatology and then in the 
area of background factors, or is 
some other order of presentation 
necessary? 


It did not seem possible to solve the 
~ problem of the specific order of pre- 
sentation of material about a par- 
ticular case other than by working 
out a very detailed agreement as to 
how each discipline should inter- 
view and record information. 


This seemed a task beyond the capa- 
bility and scope of the study and so 
was resolved by making the forms 
general, not requiring specific bits 
of information in a particular order. 
Individual agencies retain the right 
to arrange charts as they see fit and 
to add special forms for their own 


purposes. 


(C) Language. Since each profession has 
its special jargon, should reports be 
in the language of social work, psy- 
chiatry, or psychology? 


Such uniformity is most likely to be 
produced by professional education 
and so reports for each discipline are 
written in its own language. 


(D) Discipline reporting. The responsi- 
bility for writing reports lies with 
different disciplines in different 
agencies. Which discipline should 
be designated as responsible for writ- 
ing such reports? 


Since agencies require different infor- 
mation in order to screen patients to 
determine whether they are appro- 
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priate for the services provided by 
that agency, each group continues to 
use its own screening form. 


The problem as to which discipline 
should make the final report for a 


particular agency could not be re 
solved on a uniform basis and so 


each agency used its own summary 
form. 


Although these preliminary decisions 
were made easily, practical implementation 
was not without problems. As might be 
expected, the first and most distressing 
problem which arose was the strong concern 
about the potential loss of autonomy of 
each agency in using the joint forms. 

This expressed itself in discussions about 
what the forms would be called. The final 
acceptable name was the Staten Island Psy- 
chiatric Agencies Joint Form, which seemed 
to avoid any implication of administrative 
linking of clinics and identification of the 
forms with any specific group. This was 
reinforced by an agreement to exchange 
these forms only with agencies subscribing 
to the plan, and then only by written re- 
quest of the patient. Summary reports, as 
in the past, are sent on each agency's own 
forms. 

Whether forms should be kept by name 
or a unit system consisting of a code control 
number (year and a case number) caused 
considerable concern since all the clinics 
would have to change their filing systems. 
This was resolved when all the clinics 
agreed to use the unit system. 

The decision as to what information 
should be included on the face sheet caused 
greater concern. Each of the agencies had 
been accustomed to gathering data specific 
to its own services. This issue was re- 
solved via various compromises so that some 
information useful to all agencies was in- 
cluded in the face sheet. 
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Similarly, the statistical reporting form 
expressed a compromise between the needs 
of the individual agencies and the need for 
a record form which would be useful in 
developing a picture of the use of psychi- 
atric services for the whole community. A 
McBee form card was designed for this 
purpose by a research consultant and 
agency representatives. 

A final important decision made by the 
agencies was that the original of each form 
would go to the agency which would carry 
the primary responsibility for dealing with 
the case, even though that might not be 
the agency which had done that particular 
section of the work with that particular 
case. 

Despite careful joint planning by the 
agency heads, difficulties were encountered 
in the use of the forms at the beginning of 
the test period. Each agency was forcibly 
confronted with differences in the detail 
and quality of information gathered by 
other agencies. 

Differences in both philosophical and 
professional orientation were no longer a 
matter of occasional conversation but appar- 
ent in daily agency records. Differences in 
needs for information to be obtained from 
the patients, which had never been explicit, 
became apparent. As a result, each of the 
psychiatric agencies was irritated with the 
others because of the frustration of their 
expectations as to what the forms would 
produce. 

Despite these irritations, the agencies con- 
tinued to use the forms and maintained 
communication with each other, even 
though under other circumstances they 
might have avoided doing so. The forms, 
apparently, were useful to the agencies and 
produced the unexpected benefit of main- 
taining communication under difficult cir- 
cumstances. 

After two years of intensive use by two 
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of the psychiatric agencies and one family 
service agency, expectations and hopes for 
the forms have been trimmed to a realistic 
basis. The reality of what one agency can 
offer another is more clearly understood 
and accepted by the other agencies. 

The obvious benefits of savings in time 
and professional personnel are agreed to by 
the agencies, and at this point the system 
is well-entrenched in the community. 

The third psychiatric group is extensively 
expanding its service with the co-operation 
of the Child Guidance Clinic. This third 
group is considering more active partici- 
pation in the project at this time. 

There have been several additional bene- 
ficial side effects which cannot be completely 
attributed to the institution of the joint 
psychiatric forms, but were in no small part 
aided by it. 

Each agency felt under pressure to in- 
crease its own services when it became con- 
cretely apparent that the other agencies 
could not meet specific needs. Frequently, 
the shortage of services in a community 
is rationalized within an agency with the 
idea that “after all, it’s the other agency’ 
job to expand.” 

On Staten Island, each agency was fully 
cognizant of the resources, on a day-to-day 
basis, of any other agency. Each agency was 
in a position to know that if it wanted an 
increase in service, it must rely on its own 
resources. In fact, three out of four agen" 
cies which participated in initiating the 
joint form system, have doubled in size m 
the past two years, while the other agencies 
in the area did not grow in staff. 

An additional benefit of this record 
keeping system, was that the administrators 
of the different clinics were in a better 
position to have an overview of the opera- 
tions of their own services. This perhaps 
aided in strengthening their motivation t0 
increase their staff. 


A testimony to the acceptance of this 
communal record-keeping system is the 
clearly expressed wish by the nonparticipat- 
ing social agencies in the community to 
join the system. 


“SUMMARY 


1, An outpatient joint record system has 
been developed over a two-year period by 
four agencies in a community with insuffi- 
cient psychiatric outpatient department 
service. 
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2. These forms have increased the avail- 
ability to the community of professional 
man-hours for use with patients and re- 
duced the duplication of clerical work. 

3. The forms have maintained and im- 
proved interagency communications. 

4, Additional benefits to the community 
have resulted, such as better administrative 
control within each of the agencies. In 
addition, better communication has pro- 
vided stimulus for two psychiatric agencies 
to double in size in a two-year period. 
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The role of the psychiatric aide: 


A report on the Norristown seminar x 


On May 6th and 7th, 1960, a seminar on 
the role of the psychiatric aide was held in 
Princeton, N. J. The seminar was sup- 
ported by funds granted to Norristown State 
Hospital by the Mental Health Association 
of Southeastern Pennsylvania. 

The seminar attempted: 

1. To re-evaluate the role of the psychi- 
atric aide, seeking a better understanding 
of the aide and his situation and better 
utilization of his skill and potential in pro- 
moting the patient's welfare; 

2. To provide the groundwork for a re- 
search project which would endeavor to 
assess experimentally the therapeutic con- 
tribution of the aide; 

8. To serve as a guide to the Mental 
Health Association in the development of 


Drs. Goldman and Lawton were both assistant chief 
psychologists at Norristown State Hospital at the 
time this article was written, Dr. Goldman is now 
director of research development, National Analysts, 
Inc., Philadelphia, Pa. 
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a state legislative program aimed at provid 
ing better aide services to the patients In 
Pennsylvania’s state mental hospitals. 

To sample a variety of current attitudes 
toward this problem, individuals represent 
ing diverse theoretical positions and profes 
sional disciplines were invited to participate 
in the conference. 

Those participating were: William P. 
Camp, Norristown State Hospital; William 
N. Deane, Vermont State Hospital; Alfred 
E. Goldman, Norristown State Hospital; 
Maxwell Jones, Stanford Medical Center; 
M. Powell Lawton, Norristown State r 
pital; Daniel J. Levinson, Harvard Medic 
School and Massachusetts Mental Health 
Center; Melvin Sabshin, Michael R 
Hospital, Chicago; Otto von Mering, sa 
of Medicine, University of Pittsburgh; a” 
Richard Williams, National Institute O 
Mental Health. re 

This report endeavors to present 1 
major issues that arose and were discus 


kanak 


at the conference. It does not necessarily 
reflect the opinions of the authors. Of 
course, any attempt to reduce two days of 
discussion among eight ideational and 
highly verbal people must necessarily focus 
on the major trends, at times doing violence 
to the subtler nuances of the discussions. 

Our goal here is to present a survey rep- 
resenting the broad spectrum of thinking on 
the role of the psychiatric aide. The well- 
integrated views of individual participants 
may be slighted since our intent here is 
merely to note their existence rather than to 
attempt description or elaboration of each 
position in turn, for these have been previ- 
ously published by each participant. It is 
the direct interaction of these views that the 
seminar sought to stimulate. 


THE AIDE'S ROLE AND THE TOTAL 
HOSPITAL SETTING 


Very early in the meetings the group agreed 
that the role of the aide in a particular 
mental hospital is determined by the total 
hospital setting—the organizational struc- 
ture, the nature of the professional staff, the 
nature of the patient population, and the 
community in which the hospital exists. 

A theme common to many of the discus- 
sions was that the aide and his problems 
cannot be considered independent of the 
particular social context in which he works. 
This theme was initiated in the welcoming 
remarks of Dr. William Camp: 

“I find it difficult to think about the role 
of the aide without inquiring also into my 
own role as superintendent.” 

It is commonly believed, although infre- 
quently printed, that the aide is typically 
of somewhat lower intelligence, poorly mo- 
tivated, and frequently involved in status 
battles with patients—in short, that he is of 
an actually antitherapeutic disposition. 

is image, it was felt, is grossly overdrawn. 
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Nevertheless, the mental hospital situa- 
tion does not allow maximum utilization of 
the therapeutic potentialities in many aides. 

The conference succeeded in highlighting 
a number of ways in which the role per- 
formance of the aide is influenced by the 
role expectancies of others, and by stresses 
and contradictory pressures in his situa- 
tion. 


The aide and the ward culture. The aide’s 
role and the nature of his relationships with 
patients and other ward personnel is 
strongly influenced by the culture of the 
ward. 

Three types of “ward world” were 
roughly differentiated: 

The “ward run in a surgical tradition” 
(Jones) is highly stratified in its authority 
structure and specific in the work each ward 
member is assigned, drastically limiting in- 
teraction between aide and patient. 

In the “custodial ward” (Levinson), which 
is similar in many respects to the “surgical 
ward” except that the focus is less on treat- 
ment and more on maintenance, the aide 
functions largely as a guard and a work 
supervisor, protecting the staff from the pa- 
tients and the patients from each other. 
His relationships with the patient may be 
either positive or negative but they are usu- 
ally within an authoritarian framework. 

The aide’s role in a “humanistic,” thera- 
peutically-oriented ward is radically dif- 
ferent. Here closer relationships between 
aide and patient are encouraged; the pa- 
tient is seen as an adult who is ill in some 
respects and healthy in others—and_ not 
simply childish, immoral, or defective—and 
treatment is seen as the joint effort of a 
number of mental health disciplines. 

There are great advantages in matching 
the personality, skills and needs of the aide 
with the ward culture, and vice versa. Some 
aspects of custodialism might well be re- 
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tained. It was suggested that aides with 
custodial attitudes might best be used on 
chronic or senile services, while those who 
can utilize greater interaction with patients 
would be most effective and probably hap- 
piest in wards with corresponding values 
and goals. 

Well-defined external controls (and limit- 
setting) may be satisfying and comforting to 
the patient with poor controls if they are 
firm but not cruel. For example, at the 
Massachusetts Mental Health Center in 
Boston, a patient may be sent to a seclusion 
room either at his own request or on the 
aide’s initiative with the statement that he 
can come out whenever he feels ready to 
join the group again. 

The atmosphere of the ward world is fre- 
quently a function of administrative con- 
venience rather than therapeutic necessity 
(von Mering). Administration too often 
values a quiet, smoothly run ward above 
what may be more upsetting although more 
therapeutic (Camp). 

The ward culture reflects, as well, the 
multiplicity of interpersonal relationships 
of patients and personnel. These relation- 
ships, as they impinge upon the aide, were 
considered in some detail and are summa- 
rized in the sections which follow. 


The aide and the patient. The ward cul- 
ture seems partly dependent upon the kind 
of patients it houses. The acute service can 
demand one role of the aide which may be 
very different from that required by the 
chronic ward or the maximum security 
service. 

There was some feeling that too great a 
disparity in sociocultural level between pa- 
tient and aide may impede closer relation- 
ships between patient and aide. In one hos- 
pital, for example, patients who come from 
relatively enriched family backgrounds are 
disinclined to talk to or relate with aides 
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of more modest sociocultural backgrounds. 

Rather, they tend to seek out the nurse, 
physician or other staff members higher 
than the aide in professional order. In 
this way, the aide’s therapeutic role may 
be restricted or diluted. 


The aide and the physician. Traditionally, 
the aide’s contact with the physician is brief, 
unsystematic and frequently vitiated by the 
barriers of caste. As the aide is permitted 
greater access to the physician, or as the 
aide’s help is sought by the physician, 
his interest is directed toward the pa 
tients. The physician who depends on the 
aide for information regarding the current 
behavior of the patient encourages inter- 
action with the patient. The therapeutic 
utilization of the aide can be increased 
enormously by the provision of mechanics 
whereby the aide’s ideas become regularly 
available to the physician. 

The therapeutic ideology of the ward 
leader makes a profound difference on the 
ward culture. Some participants felt that 
ward leaders holding a traditional psycho- 
analytic orientation find it more difficult to 
facilitate communication than do those who 
have a social psychiatric orientation. oreg 
felt that a psychoanalytic orientation 15 ng 
at all antithetical to good communication 
among patients, aides, nurses and physicians 
(Williams). 

It did seem to most participants that even 
where doctor-aide interaction is high, the 
formulation of therapeutic progress in 
terms of complex psychodynamic languag” 
is likely to enhance the aide's feeling 0 
exclusion. 


The aide and the nurse. The aide’s role 5 


ee : er- 
also dependent upon his immediate sup 


1 . . . . rse 
visor, who in most situations 1s 4 oa ji 
The very presence of a nurse 1S w : 

‘or 


make many aides uncomfortable. 


male aide, especially the younger one, a fe- 
male supervisor tends to be threatening and 
may provoke rebelliousness and resentment. 

Many aides are envious of the nurses’ 
higher educational achievement and avoid 
situations which expose their limited formal 
education. For example, some restrict their 
own roles, fearing to perform such tasks as 
writing reports or entering notes in the 
ward book. 

In countless ways, the extent to which the 
aide’s role performance coincides with his 
personal role definition is determined by 
the particular nurse to whom he is responsi- 
ble. Communication is too often a one- 
way affair, with the aide taking orders from 
the nurse but being discouraged from taking 
initiative himself. 


The aide and the community. The social 
status given the aide in the community 
varies with geographic locale and the in- 
dustrialization of the area. Aides enjoy 
considerably higher status in many rural 
areas than in industrial urban centers 
(Deane, Sabshin). 

In these rural areas the position of aide 
is valued, in part, because of its financial 
stability. In others, there is a family tradi- 
tion to work as an aide in the nearby hos- 
pital, Specific examples were given of cases 
in which the community perceives the aide 
as a member of the therapeutic team. Asa 
result of this increased status, his function- 
ing on the ward is likely to be facilitated. 

In contrast, the aide in the industrial 
community often suffers financially in com- 
parison to others and is accorded low status. 
This low social status is reflected in his in- 
teraction with patients, other staff members, 
and other aides, thus provoking resentment 
and an antitherapeutic attitude. 

There was general agreement that the 
many limitations of the state mental insti- 
tution make it, at times, an antitherapeutic 
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community. If we are to overcome these 
limitations, it is essential that the tradi- 
tional role of the aide be modified. 


THE STATUS OF THE AIDE AND HIS 
PROFESSIONAL RESPONSIBILITY 


The status of the aide is, to a large extent, 
a function of the responsibility he is given 
for the patients’ welfare. On the acute 
service, for example, the aide’s function may 
be limited to delivering the patient to vari- 
ous specialists for diagnosis or treatment, 
or merely to seeing that the ward is clean 
and run without conflict. He views himself 
as without therapeutic responsibility for 
the patient. 

On chronic wards the responsibility 
given the aide may be somewhat greater be- 
cause of the relative unavailability of such 
other specialists as the social worker, nurse, 
psychologist, or psychiatrist. For example, 
the aide may change dressings and give 
medications (duties which are prestige- 
giving because of their direct role in pa- 
tient care). However, even on the chronic 
wards, responsibility for cheering the pa- 
tient and involving him in activities is 
often left to volunteers or to student nurses. 
This therapeutic role of the aide needs en- 
hancement. 

The aide may derive status from being 
able to make suggestions to the nurse and 
physician. In one hospital, for example, 
when aides were given responsibility for 
making up their own schedule of ward 
duties and off-duty hours, they produced a 
better schedule than one previously devised 
by nurses. 

Attendance at ward meetings where their 
feelings and opinions are solicited is status- 
yielding, as is any continued relationship 
with higher-status professionals. The op- 
portunity for the aide to make recommenda- 
tions which have some likelihood of serious 
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consideration would seem to be an impor- 
tant provision for the therapeutic ward. 
The aide enjoys the highest relative status 
when he has responsibility for day to day 
management of the ward and consulting 
with members of the professional staff when 
special problems arise. Such a situation 
can be very therapeutic to the patient, pro- 
vided avenues of supervision and communi- 
cation are maintained. Some felt, however, 
that the aide-management ward was solely 
the result of inadequate staffing and that 
the more nearly ideal ward would be one in 
which all the mental health workers per- 
formed as a team. 

Janitorial duties reduce status. The more 
time that an aide spends in maintenance 
duties the less time he has to devote to the 
patients and the less status he enjoys in the 
hospital social structure. To enhance the 
social therapeutic role of the aide and to 
foster closer relationships with the patient, 
it was suggested that the janitorial functions 
of the aide be given to a separate main- 
tenance crew. Others felt that the creation 
of still another caste would cause new diffi- 
culties, negating the value of the suggestion. 

In many wards, of course, patients can 
do a good deal of the “housekeeping” with 
good morale, provided that they feel that 
they do it for themselves and not simply 
“for the hospital.” Housekeeping, if it is 
structured as a joint therapeutic activity en- 
gaged in by both patients and aides, need 
not be associated with low status (Williams). 


TURNOVER RATE AND JOB REWARDS 


The frequency with which aides leave their 
jobs and the effort required to replace those 
who leave is a serious problem in many sit- 
uations. In some hospitals the problem has 
become one which significantly affects pa- 
tient welfare. 

It was generally agreed that very high 


292 


turnover was a symptom of low morale and 
job dissatisfaction, which, in turn, affected ` 
job performance. High turnover rate may 
be detrimental to patients in that it inhibits 
development of potentially therapeutic 
stable relationships between aide and pa 
tient, perhaps even serving to confirm the ` 
attitude that interpersonal relationships are 
undependable and untrustworthy. How 
ever, some provision for relatively short 
term employees may be desirable. 

Dr. Jones, in particular, felt that it was ! 
important to bring young, highly motivated, 
and physically attractive people into the 
hospital continually in order to create some 
feeling of enthusiasm and to brighten the 
pervasively drab climate of the ward. Stu- 
dent nurses are often used in this capacity. 
However, he felt that the minimum stay on 
any one ward should be at least six months; 
otherwise, it is impossible to develop š 
therapeutic culture on the ward. 

Bringing in a steady supply of young, um 
trained people can provide the older aide 
with the status-enhancing role of teacher 
and supervisor. Also, the use of a moving 
aide population introduces a large number 
of people to the problems of mental hos 
pitals, and thus contributes toward a more 
widespread understanding of mental illness 

It was recognized, however, that transient 
staff (especially college students) who are 
frequently better endowed intellectually 
and culturally, often create social tensions: 
between the regulars and the transients 
The enthusiasm and eagerness characte 
of this type of short-term aide may provo š 
resentment on the part of the permanen 
employee, much as any stable social ua 
tends to counteract an attempt to alter 1 
inertia. a 

To resolve the problems of high turno H 
one must consider the rewards of the a! 
job. To some, the most interesting wis 
the problem was why anybody at all wor 


aide. Various types of rewards, either 
or potential, were considered. 


The Extrinsic Rewards: 


ary. A principal reward for any 
iker is the salary he receives. In most 
uations the salary offered the aide is very 
compared to that received by industrial 
Orkers of comparable skills and training. 

example, aides in the Commonwealth 
Pennsylvania start at $53.50 a week, while 
not unusual for unskilled laborers to 


in areas where industry competes for the 
lable labor force, turnover among aides 
high. Such low salaries tend to at- 
ct either those who will just hold the job 
intil another job is found, or the individual 
tho is dedicated to helping others at the 
of his own welfare. Many aides 
°p two full-time jobs and can give little in 
ms of interest or energy to the hospital. 
The lack of upward mobility contributes 
share to poor incentive. Promotion to 
ie next grade comes infrequently and the 
y ceiling is quite low. 

The prestige rewards. Where the pres- 
e of the aide’s position is high in relation 
what else is available at the time, turn- 
fer is likely to be low. In rural communi- 
°s where industry does not compete for 
he labor market, an aide’s position at the 
cal mental hospital can be a family tradi- 
with several generations being repre- 
d on the aide staff and prestige at- 
ched to sharing in this tradition. 

Other aides may derive prestige from giv- 
Wg supervision to patients in their ward 
ork, or to other aides. For those who have 
tle opportunity to direct others this ac- 
Vity contributes an ego-enhancing feeling 
nportance and authority. 

The security rewards. Low salaries are, 
part, compensated for by the steadiness 
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of the aide’s job. Those to whom regular 
pay is important may pause before switch- 
ce 


The Intrinsic Rewards: 


Various rewards stemming from the na- 
ture of the work itself serve as major moti- 
vators for those who remain aides despite 
the inadequacy of the extrinsic rewards. 

These rewards derive from the contact 
between patient and aide, Such patient 
care activities as giving medication and 
changing dressings are considered highly 
rewarding. Such social activities as play- 
ing cards or simply talking to patients are 
similarly valued. A satisfying experience 
to some aides is the gratitude a few patients 
are able to express and the knowledge that 
one is contributing to the welfare of an- 
other. 

Dr. Levinson felt that a prime motivating 
force for the aide can be the conviction that 
what he gives of himself to the patient is 
more important than any specific technique 
of nursing. 

Dr. Sabshin emphasized the great psycho- 
logical satisfaction derived from the process 
of giving. He also made the point that 
this process may be particularly consonant 
with the needs of the middle-aged female 
patient. 

Dr. von Mering and others described vari- 
ous forms of “living units” where at least 
a part of the aide’s own life was integrated 
with patients’ lives. Where the aide has 
prime responsibility for an integrated ward 
work project, or where meals are prepared 
and eaten by patients and aides working 
co-operatively, intrinsic rewards are much 
more likely to be perceived by the aide. 

A serious drawback in many hospitals is 
the limitation or even discouragement of 
personal relationships between aide and pa- 
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tient. These limitations are the fruit of a 
caste-oriented, custodial hospital philoso- 
phy. Where adequate ward communica- 
tion and fluid supervision exist, a much 
wider range of aide-patient interaction is 
possible. 

Town trips or perhaps even visits to the 
aide’s home may become an important part 
of the milieu therapy. 

Excellent results have been obtained 
from one hospital’s program of assigning 
ward responsibility for individual patients 
to particular aides. The possibility of 
growth in the aide’s ability to draw rewards 
from the interpersonal situation is thus 
heightened. 


TRAINING OF THE AIDE 


A major question raised during the con- 
ference concerned the relative merits of 
two approaches to the betterment of the 
aide problem: 

(A) Given an available supply of aides, 
how can we develop and utilize the re- 
sources which they bring to the job? In 
this conception, the training of the aide as- 
sumes paramount importance. Some par- 
ticipants felt that the state and locally 
sponsored aide-training programs are based 
on the assumption that the aide seeks his 
job to earn a living, rather than simply to 
help people; it is the job of the inservice 
training to maximize his therapeutic use- 
fulness and to make his job more than a 
living. 

(B) A second point of view holds that a 
higher level professional position classifica- 
tion needs to be created in order to produce 
the most therapeutic milieu. 

Dr. Jones’ concept of the psychiatric tech- 
nician (a college graduate with interest in 
any of the social sciences, who would spend 
six to twelve months in a hospital obtaining 
field experience) is one example of a partial 
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substitute for the present psychiatric aide. 

Others envisioned the training of the 
superior psychiatric aide to take greater 
therapeutic responsibility. 

Dr. Williams suggested the possible use of 
individuals functioning as “mental health 
workers” on wards and continuing follow-up 
relationships with patients in their posthos- 
pital period. This subprofession would pro- 
vide a target toward which the superior aide 
could direct his ambitions. Again, the dan- 
gers of creating another class, or of siphon- 
ing away the best aides into administrative 
positions, were recognized. Other partici- 
pants found a more immediate prospect 
of betterment in attempting to work with 
the current aide group. 

The possible rewards inherent in a train- 
ing program for aides formed an important 
part of the discussion. It has traditionally 
been assumed that training in psychody- 
namics, nomenclature, and mental health 
concepts was an important spur to the aide's 
therapeutic motivation. Many such pro- 
grams have been instituted, some culminat 
ing in the award of a certificate, a few even 
with some monetary or status reward. 

For the most part, however, the assumed 
rewards of such training have been intrin- 
sic in terms of improving the aide’s under- 
standing of what he is doing. k 

Many participants felt somewhat pessr 
mistic about this approach, feeling that for 
many aides learning per se constituted no 
reward at all. Their capacity for thinking 
in conceptual terms was seen as limiting the 
extent to which such knowledge could be 
applied; whereas it was felt that concrete 
thinking in terms of personal interaction, 
as in the best ward conferences, was almost 
always rewarding to the aide. 

The role that an aide plays in the m 
chiatric hospital is partly defined for ma 
by the nature of the training he receiv 

" : e in 
when he enters the hospital. Aides a" 


i 


adequately prepared for their jobs in many 
situations and more effective training is 
urgently required. 

One major goal of training was seen to be 
the provision of specific mechanical skills 
necessary to patient care, as well as an ori- 
entation to the hospital. This program was 
seen as a relatively short one, coming early 
in the aide’s service. The other major goal 
of training was the encouragement of thera- 
peutic and humanitarian attitudes and the 
discouragement of rejecting or solely self- 
seeking aide behavior. There was more 
agreement on the mechanics of orientation 
and technique than on the means of mo- 
bilizing therapeutic attitudes. 

While such mechanical skills as taking 
blood pressure and temperature and pour- 
ing medicines, are perhaps best taught in 
a didactic classroom setting, the interper- 
sonal skills which were thought so necessary 
may be more effectively and advantageously 
taught in an informal setting. 

Classroom training does assure an or- 
ganized and uniform program that can be 
administered easily in a statewide program. 
In this way aides receive at least a minimum 
of training in terms of topics and number 
of hours. 

However, since the aide’s educational 
level ranges from 8 to 12 years, classroom 
training can be threatening in that it in- 
creases their awareness of their poor educa- 
tional attainments compared to other mem- 
bers of the professional staff, and also, for 
Many, it is very dull. Also, such formal 
training as this leads to an expectation of 
a financial or status-yielding reward—an 
expectation that is frequently unrealistic. 

The most useful training to the aide and 
that which ultimately is of greatest value 
to the patient takes place not in the class- 
room but in the ward. 

It takes the form of daily contact with 
Supervisors and other ward staff in a con- 
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ference. These daily conferences (Jones) 
are conducted by the ward leader. The 
staff, including the aide, is encouraged to 
talk about their feelings toward the patient, 
toward each other, and toward the leader. 

The primary advantage of this training 
device is that it permits dealing with real 
and concrete problems arising out of the 
immediate relationships on the ward at the 
time that the anxiety is at its height. Class- 
room problems, by contrast, are far too 
abstract and personally uninvolving to 
create interest and to motivate a search for 
solutions. 

In the permissive, accepting, atmosphere 
of the ward conference, conditions may be 
established for a more understanding atti- 
tude toward the patient and greater appre- 
ciation and respect for the role of each 
member of the staff in contributing to the 
patients’ welfare. 

The many problems involved in gaining 
the co-operation and participation of indi- 
viduals to whom this approach is inimical 
were recognized and discussed. Some par- 
ticipants felt that proper ward leadership 
could deal with most situations. To others 
it seemed that success depends upon a ju- 
dicious choice of personnel who are pre- 
disposed to accept basic concepts of the 
therapeutic community. 

Two theoretical contexts in which the 
aide’s training might take place were dis- 
cussed: a psychodynamic or symbolic con- 
text, and a social interaction context. 

The first seeks to make the aide acutely 
aware of the unconscious impulses which 
determine the behavior of both patient and 
staff in terms of the symbols (verbal, motoric 
and otherwise) which mediate these im- 
pulses. 

The second approach attempts to utilize 
whatever social skills the aide already pos- 
sesses to develop meaningful social rela- 
tionships with the patients. “Insightful” 
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understanding is central to the first ap- 
proach but not to the second. 

While the social interaction context re- 
quires that the aide recognize his feelings 
toward patients, it does not encourage in- 
quiry into the underlying, unconscious 
genesis of those feelings. 

The social approach thus focuses on the 
development of social skills which will 
enable the aide to handle, in a practical 
manner, situations which arise on the ward. 

Dr. von Mering suggested that many aides 
seem to have a greater natural understand- 
ing of important social interactions than of 
unconscious feelings. Others felt that some 
consideration of unconscious feelings was 
necessary for the ward meeting training 
situation in order to deal with the anxieties 
of the aide. 

A suggestion was made that an educa- 
tional ward be established to be staffed by 
personnel selected for competence in their 
jobs and for their ability to communicate 
to others exactly what they do. Aides, 
nurses, physicians, social workers, and psy- 
chologists would all receive their initial ori- 
entation to the hospital here, and perhaps 
further training, as required. In this situa- 
tion maximum penetration of the thera- 
peutic attitude of the training ward could 
be achieved throughout the hospital as 
newly trained personnel were distributed. 


THE MEDICAL IMAGE OF THE 
MENTAL HOSPITAL 

The role of the aide, as elaborated above, 
has been forged by the total hospital set- 
ting and by the rewards and training he 
receives. 

The nature of each of these, in turn, is 
determined by the social structure and cul- 
ture of the institution. In the mental in- 
stitution this structure is cast in the image 
of the general medical and surgical hos- 
pital. The question arises as to whether 
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this was the most effective and appropriate 
model for an institution that endeavors to 
care for mental patients. 

The key question is not whether the 
physician is well-qualified in terms of his 
training to care for the mentally ill, but 
rather under what social circumstances and 
administrative structure this care can be 
most effectively pursued. Consideration of 
this basic structure of the treatment of 
mental patients was deemed necessary to 
any adequate consideration of the aides 
position. 

The mental hospital’s dependence on a 
medical model is exemplified by the fol- 
lowing characteristics, among others: the 
fact that the physician has ultimate medical- 
legal responsibility for those cared for; the 
division of the institution into “wards;” 
provision in the wards for a nurse; labeling 
the “patient” with a specific “diagnosis; 
and finally, the term “aide,” which, in itself, 
derives from the general hospital. 

Perhaps these medical-surgical traditions 
are ingrained in the mental hospital struc 
ture by virtue of custom rather than by 
therapeutic considerations alone. 

The formal diagnosis, for example, was 
felt by some to be ambiguous, or even arbi- 
trary, and not particularly meaningful in 
terms of the most effective means to deal 
with the patient’s problem. Also considered 
was the question of whether an R.N. was 
required on every ward, or whether the 
presence of a nurse on every ward was also 
a medical anachronism. 

Some of those who questioned the con 
tinued usefulness of the medical image Wer 
hesitant in proposing what would be a more 
effective substitute, but they felt that an 
institution modeled on a family deserve 
serious consideration (W. Deane). 

In this setting the ward leaders 
assume, more or less deliberately, th 
of parents. The “professional” sta 


would 


e role 
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physician, social worker, and psychologist 
would be available in the role of consultant 
to whom patients are referred, much in the 
manner that parents refer their children to 
specialists, as needed. 

This discussion of the appropriateness of 
the medical image for the mental institu- 
tion provoked the greatest controversy of 
the seminar. Some of those who supported 
the present social structure of the mental 
institution did so primarily on the basis 
that the determinants of mental illness are, 


_ as far as our present knowledge indicates, 


both somatic and psychic and that intimate 
knowledge of both is required. 

They argued that until mental illness 
can be understood exclusively as a social or 
intrapsychic phenomenon, the medical 
model should be retained. 

Dr. Jones felt that the current high pres- 
tige value attached to the M.D. made it 
necessary that he be the organizer of social 
therapy, though not inherently the only one 
who could do so. 

Those who questioned the medical image 
saw the mission of those who care for the 
mentally ill as creating a hospital commu- 


nity that would facilitate the personal 


growth of patients to such a degree that 
they could leave this community as soon as 
possible. 

Of the many functions that must be pro- 
vided in this community, the psychiatrists 
were viewed as central. Yet, those who ex- 
pressed this viewpoint did not consider the 
training provided any one discipline as be- 
ing uniquely adequate to the job of admin- 
istering the mental institution. 

The administrative position, because it 
is the key one in determining what image 
the institution adopts, requires someone 
who can integrate the best and most recent 
findings provided by dynamic psychiatry, 
Psychology, sociology, anthropology, and 
Other disciplines. 
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Until such time as specific training of the 
institution leader is better defined, the way 
to get the person most adequately equipped 
is to select someone on the criteria of in- 
tellectual, professional, emotional and so- 
cial maturity rather than possession of a 
medical degree. 

The point was also made that in the best 
of treatment situations the superintendent 
utilizes to the fullest the therapeutic poten- 
tial of every member of his staff regardless 
of academic training. In this way the train- 
ing of all disciplines in the hospital is made 
available to the patients. 


SUMMARY 


The aide’s role is determined by the par- 
ticular hospital setting. Thus it seems that 
in order to alter the role of the aide and 
to make better use of his therapeutic po- 
tential, a structural change in the social 
organization of the hospital would be re- 
quired. 

Such a change would focus on closer rela- 
tionships and considerably increased com- 
munication between the aide and the other 
mental health specialists in both initial 
training and daily ward management. All 
of the seminar participants recognized many 
antitherapeutic elements in the current 
mental hospital structure. 

High turnover rate which is, with some 
exceptions, disturbing to both staff and 
patients is a symptom of the low status, 
poor pay scale, inadequate advancement op- 
portunities, and few intrinsic rewards en- 
joyed by aides. The active attention of 
legislators and hospital administration is 
required to overcome these difficulties. 

An active recruitment campaign includ- 
ing career conferences, printed materials, 
and high school educational programs 
should supplant the current passive reli- 
ance on the labor market overflow. 
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The total training program of aides 
should be reviewed with the goal of pro- 
viding them with more active experience 
in discussing ward problems in conferences 
with whole ward staff including nurse, phy- 
sician and other specialists with whom the 
patient and aide come in contact. Formal 
academic training may be ineffective or 
perhaps threatening to the usually moder- 
ately educated aide. 
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Finally, the very basis of the mental in- 
stitution’s social structure and organization 
—its dependence on the model of the gen- 
eral medical and surgical hospital—might 
be profitably reconsidered. Such a review 
might suggest avenues through which the 
redefinition of the roles of the aide and the 
other mental health specialists might be 
undertaken with optimal therapeutic effec- 
tiveness. 
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Book Reviews 


THE DISEASE CONCEPT OF 
ALCOHOLISM 


By E. M. Jellinek 
New Haven, Conn., Hillhouse Press, 1960, 246 pp. 


This book occupies a unique position in 
the field of alcoholism, a field which is 
now the focus of both public and private 
concern and attention. 

Sparked by the advent of Alcoholics 
Anonymous, with its record of success in 
helping the alcoholic, and by the effort of 
scientists to tackle the problem on a more 
rational level, “a new approach” (to quote 
from the book) was developed around 1940. 
This book surveys what has been learned 
since that time. It is complete in itself 
because of its range and breadth of under- 
standing. 

This occasions no surprise, for no one is 
better-equipped to perform this task than 
the author, whose qualifications are un- 
rivaled. ‘The result is a sane, scholarly, 
unbiased yet critical study of the problem 
arising from the use and abuse of alcohol. 
New knowledge is engrafted upon old and 
new concepts and theories are treated with 
consideration and penetrating insight. The 
author’s tendency to chide the uncritical 
adds a pleasant flavor to his writing. 

For the most part he is content to survey 
but when ideas are lacking or illformed, 
he advances his own observations. His rec- 
ognition of four major drinking patterns 
is a necessary and helpful corrective for 
those who view alcoholism on a purely 
local or national level. He makes it clear 
that the world picture must be kept in 
mind and warns against the dangers of 
jumping to conclusions which are based 
on limited study. 

The book is primarily for the worker in 
the field of alcoholism. Every serious stu- 


dent of the condition and all those pro- 
fessionally engaged in treatment, research 
and education should acquaint themselves 
with its contents. For those less directly 
concerned, it will prove informative and 
not at all hard to digest. 

The style is clear and free from jargon. 
The author has written a useful book.— 
Harry M. Tresout, M.D. Greenwich, 
Conn. 


PROGRESS IN CLINICAL 
PSYCHOLOGY, VOLUME IV 

Edited by Lawrence E. Abt and Bernard F. 
Riess 

New York, Grune & Stratton, Inc., 1960, 181 pp. 


This volume, the fourth in a series which 
began in 1950, covers the developments in 
clinical psychology for the years 1958 and 
1959. There are 10 chapters, each present- 
ing a topical issue by a leader in the field. 

This is an informative book packed with 
information about what has been going on 
during the past two years in 10 areas of 
interest to clinical psychologists. 

In the first chapter Gregory Razran 
brings us up-to-date on current Soviet psy- 
chophysiology with particular reference to 
interoceptive conditioning and the observ- 
able unconscious. Soviet clinicians believe 
that the unconscious is an observable con- 
dition which can be studied by the method 
of Pavlovian conditioning. 

To illustrate the confusion resulting 
from attempts to bring interoceptive proc- 
esses into consciousness, let us observe a 
human patient who had his rectum re- 
moved by surgery. A colostomy was in- 
stalled, and whenever an attendant re- 
moved the feces from the patient's system 
the patient reported defecatory urges in 
the area of the nonexistent rectum. Does 
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this have any bearing on the problem of 
referred pain, which sometimes bothers the 
physician? 

Richard S. Lazarus and William F. Riess 
review the problems of stress and adapta- 
tion as they relate to clinical psychology. 
“Stress” is referred to as a “disturbed state” 
while the term “stressor” identifies the ex- 
ternal agent that brings on the stress. 
Adaptation is viewed as perception, since it 
is this process that determines how the 
stressor is perceived. 

Experimentally, this chapter is linked to 
the first chapter, where laboratory methods 
are stressed. Fear, as opposed to anger, is 
correlated with the secretions of the adrenal 
medulla. However, so many of these analy- 
ses are at a physiologic level that one may 
wonder when he has left the field of psy- 
chology. 

A rational approach to the diagnosis and 
treatment of mental illness is offered by 
H. J. Eysneck. He attacks both psycho- 
analytic therapy and projective testing, 
which he says have no empirical support 
and are not derived from the main body 
of psychological theory. He proposes a 
learning theory that regards neurotic symp- 
toms as learned habits. 

The experimental approach to hypnosis 
and clinical psychology is considered by 
Milton Kline. The profitable use of hyp- 
nosis is pointed out in the treatment of 
allergies, stuttering, anxiety, asthma, de- 
pressions, marital conflicts and psycho- 
somatic disorders. While the usefulness of 
posthypnotic suggestion following surgery 

has been found useful in maintaining 
analgesia—without the side effects of nar- 
cotics—nothing is said about its abuses. 

The trends in client-centered orientation 
is summed up by Carl Rogers. Recent 
work in this field, not only with normals 
but with psychotics and alcoholics as well, 
has been productive. Rogers thinks that 


300 


there is a growing belief that the person 
ality of the therapist is important in any 
therapy setting. Changes in the client, he 
says, take place when the therapist is com 
gruent and empathic, with a positive ac 
ceptance of the client. Although Rogers 
has developed a Process Scale to measure 
progress in therapy, one wonders how this 
extended empathic relationship affects the 
stability of the therapist. 

The only M.D. among the contributors 
to this volume is H. Robert Blank who 
reviews the contributions of Freudian psy- 
choanalysis to refinements of theory and 
technique in therapy. Particularly in the 
area of ego development and perception 
are the psychoanalysts using laboratory 
techniques to test psychoanalytic hypoth- 
eses. Some experimental psychologists are 
sure to disagree with the reported state 
ment by F. Schmidt that psychoanalysis 
“is part of general psychology and it com- 
prises what are by far the most important 
contributions that have been made to hu- 
man psychology to date.” Experimental 
ists, however, should be interested in 
Blank’s report that the congenitally blind 
do not have visual dreams. The predomi- 
nantly sensory modality is hearing. 

In his footnotes to a theory of psycho 
therapy O. Hobart Mowrer says Freudian 
therapy lowers a person’s level of moral 
aspiration by reducing the pain of his 
behavior. The new therapeutic objective 
is to help him become a better person. ! 
does not agree with Freud that repression 
goes in the direction of the id but rather 
that it goes in the direction of the super 
ego. Apparently, when the patient's con- 
flicts are resolved by analysis, the superego 
becomes softened-up and the patient S 
velops a character disorder. He then be- 
gins acting out. 

School psychology, according to Mary 
nal psy 


Alice White, is neither educatio. 


He 3 


ogy nor clinical psychology, but a com- 
sion of both. It is concerned with the 
Interaction of the personality of the child 
and the educational process. The psychol- 
4 needs to sharpen his diagnostic in- 
aments, unless he intends to leave the 
Problem of diagnosis to the psychiatrist. 

When a group of expert testers were 
ested, the results indicated that the agree- 
ent on diagnosis was only slightly better 
chance. Another report indicated 
is no difference at follow-up between 
adjustments made by treated and un- 
treated child patients.” 

There is a trend for setting classroom 
limits for hyperaggressive children who are 
apt to be frightened by such fantasy-arous 

g tasks as playacting or storytelling. 

TA new clinical and experimental ap- 
proach to group therapy is presented by 
Ralph H. Gundlach. He says that the 
of group therapy are more interested 

1 proclaiming its virtues than in validat- 
ing its results. However, there is some 
agreement that the best results are ob- 
tained when group therapy is combined 
with individual sessions. There is a trend 
to see whole families where schizophrenic 
ildren are involved. Group therapy evi- 

ntly has not been very fruitful with 
delinquents because they perceive a coun- 
tertransference. Psychopaths tend to leave 
a group they cannot control. 

x In the last chapter of this book Harry 

Slochower is concerned with the relation- 
ship between psychoanalysis and literature. 
He says, “more can be learned about the 
concrete dynamics of psychological process 
from Hamlet, The Brothers Karamazov, 
The Magic Mountain and Joseph and His 
others than from any psychoanalytic 
Slochower disagrees with Bergler that all 
ters are neurotic and says that the crea- 

nature of literature and the joy it gives 
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to his audience is important. There is in 
this chapter a discusion of symbolism 
which allows man to transcend immediate 
experience and convert memories of the 
past and visions of the future into present 

‘This reviewer thinks that the 
authors might profit by a review of Walter 
S. Hunter basic research on the nature 
of the symbolic process. 

The review of this volume has been a 
stimulating and rewarding experience. 
The editors and the writers of the different 
chapters have covered a wide area and 
have done well—Rosxat Stone, Arthur 
Brisbane Child Treatment Center, Allaire, 
N. J. 


RESIDENTIAL TREATMENT FOR 
THE DISTURBED CHILD 

By Herschel Alt 

New York, International Universities Press, 1961, 
411 pp. 


Residential Treatment of the Disturbed 
Child is an account of the experience of 
the Jewish Board of Guardians in oper | 
ating an institution for boys who present 
behavioral difficulties. 


cal needs of children and adolescents and 
changing child care practices. 

Because he was guiding a comprehensive 
child welfare program, the author was in 
the unusually advantageous position where 
trends could be perceived early and inno- 
vations in programming could point to- 
ward new methods. ù 

The book recounts how interest in treat- 
ment and the application of psychological 
behavior carried the 
Hawthorne School from a program of 
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creased interest in foster and community 
placement withdrew from institutional 
settings the readily adjusting children and 
adolescents. 

The population for which care and treat- 
ment is sought has changed, so that the 
author states; “With the exception of a 
small proportion . . . our children . . . pre- 
sent a many-sided picture of aggression, 
defiant behavior, and deep levels of psy- 
chiatric disturbance.” 

The discussion of treatment methods, 
and especially the analysis of the adminis- 
trative factors involved in establishing a 
residential treatment program in the com- 
munity, will be of assistance to professional 
workers and sponsoring groups. Because 
of the recognition of the exploratory nature 
of present residential treatment methods 
and the attempt to indicate the principles 
upon which practice has evolved at the 
Hawthorne School, the book will be of 
value for a wide range of workers and stu- 
dents interested in children. 

The author indicates that forms of resi- 
dential treatment for children are still 
evolving and that a variety of program- 
ming exists. This extensive account of 
procedures and the philosophy of one of 
our oldest programs will help give firmer 
definition to this specialized field —J. 
YRANKLIN Rosinson, M.D., Children’s Sery- 
ice Center of Wyoming Valley, Wilkes- 
Barre, Pa. 


THE DIVIDED SELF 
By R. D. Laing, M.D. 
Chicago, Quadrangle Books, Inc., 1960, 225 pp. 


It is Dr. Laing’s thesis that schizophrenia 
results from “ontological insecurity.” 

He apparently means by this that the 
normal subjective fusion does not occur 
between soma and psyche and that the 
schizophrenic accordingly does not regard 
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his body as an integral part of his 
in the sense experienced by the he 
person. Sensory percepts origin: 
within the schizophrenic’s body may b 
garded by him as exogenous and so d 
his grasp of external reality. 

In order to maintain a sense of 
tive integrity the ego increasingly diss 
ates itself from objective acts. Social 
tacts are mediated through one or 
“false selves” or impersonations for 
the individual takes little, if any, respe 
bility. 

Eager to be accepted and envious of 
apparent happy adjustment of others, | 
schizophrenic fears the loss of his a 
etherealized identity through psychologi 
closeness and at the same time, he beca 
increasingly desperate as a consequence 
his constant vacillation between tem 
tion and panic. 

In the well-established disorder, a h 
of fragmented “false selves” obtain ës 
tial autonomy in the sphere of behav 
while the individual's speech becomes @ 
tic and filled with elisions, symbols í 
hidden references. f 

The author apparently conceives 0 
man adjustment as a continuum with 
mality shading over into eccentricity, 
may then become increasingly schizoid: 
eventually, schizophrenic. 

Evaluation of the rather limited hai 
of ideas which this reviewer was able 
screen from The Divided Self will not 
undertaken, since the author, who does 
write with notable clarity in the first p 
has chosen to hedge his basic concepts 
a variety of escape clauses. This leav es 
reader in the uncomfortable positio 
trying to agree or disagree with viewp0 
which are never advanced without equ 
cation and which, he is repeatedly w 
are so novel that the vocabulary 1 
inadequate to convey their true meal 


The author's style is awkward and, at 
times, orotund. Reference to clinical ma- 
terial and the reproduction of case his 
tories are less often illustrations of some 
point he seems to be making than of the 
unhappy tendency—noted in too many re- 
cent psychiatric works—to indulge in dif- 
fuse clinical reminiscence. 

Although the faults of the book are not 
inconsiderable, one is left with an impres- 
sion of the author as a conscientious and 
able clinician whose skill in the consulting 
room outruns both his theory and his pen. 
One could wish for him the services of a 
firm but sympathetic editor with a well- 
sharpened blue pencil—Paut Haun, M.D., 
Department of Institutions and Agencies, 
Trenton, N. J. 


A SYNOPSIS OF CONTEMPORARY 
PSYCHIATRY 


By George A. Ulett and D. Wells Goodrich 
St. Louis, C. V. Mosby Co, 1960, 309 pp. 


We hear often enough these days of the 
fearsome and exponential increase in the 
supplies of information. It is said that 
since 1900 the amount of knowledge stored 
in books and elsewhere, in whatever units 
of measure you may wish to use, has multi- 
plied many times over the amount stored 
from the beginning of time up to 1900. 

It is likely that William James or a few 
of his contemporaries were the last of the 
learned men who read everything of im- 
Portance in the behavioral sciences. Now 
even the most vigorous and dedicated 
teacher or scientist will have shortcomings 
and be ignorant of some or many areas, 
even in his own field. 

Perhaps this new fact of our times (that 
We cannot know everything) is as hard for 
Some to accept as it was for man to find 
he had an unconscious, or that he evolved 


Now we have abstracts; scientiis are 
given five minutes to report their studies 
at conventions; and there are courses 


and his thinking is in some wa 
slight—differently organized. 

In this book we have a “synopsis” of 
psychiatry facing all the dangers of dog- 
matism, dryness and oversimplification. In 
addition there is the possibility such a book 
lets the student off easily without involv- 
ing him in that vital interaction men- 
tioned above, and thus he may think he 
has learned when he has not. On the other 
hand, there is the danger of too much in- 
formation acquired quickly and without 
the training to make it genuinely useful. 

Fortunately, the authors appear to have 
been aware of all these problems, and they 
have made the reader’s curiosity a target 
for their writing. In their introduction 
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they admit there will be uncertainty and 
that their book will not seek closure for 
difficult problems in the use of shibboleths 
and wise sayings. They enunciate a scien- 
tific point of view toward unanswered ques- 
tions, and they try to keep alive the stu- 
dent's tolerance for ambiguity and skepti- 
cism. 

I have an idea that these authors, both 
of whom are or have been teachers in the 
field, had in mind that their book might 
entice readers, students and practitioners 
to go further into the field. Thus, they 
seem to think of their work as bait, as 
a means of attracting interest, then sug- 
gesting further reading, and they never fail 
to make suggestions in each of the sections 
of their synopsis. 

I would have preferred that they call 
their book “Introduction” or “Preface,” but 
that is a matter of taste in choosing the 
right strategem. Nevertheless, these “en- 
ticements” in the various fields of psychi- 
atry are well-written and usually interest- 


Furthermore, I feel they have chosen well 
among the areas they decided to cover, 
although I do wonder why they felt it 
necessary to devote 35 pages in a very 
condensed book to detailed data on chemo- 
therapeutic agents. 

Also, I think their discussion of the or- 
ganic syndromes is overly long in relation 
to other sections. But these are difficult 
matters of judgment which we must leave 
to the authors. 

I like the book and would advocate it 
for a student or practitioner because it is 
almost always interesting, because it will 
often lead the student on, and because the 
authors have done an excellent job in as- 
sembling a bibliography for each chapter 
and subsection—JamEs L. TITCHENER, 
M.D., University of Cincinnati, College of 

Medicine, Cincinnati, Ohio. 
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THE PATHOLOGY OF CEREBRAL 
PALSY 


By Abraham Towbin, M.D. 
Springfield, Il., Charles C Thomas, 1960, 206 pp. 


It is a difficult if not impossible undertak- 
ing to outline the pathological changes 
causing the so-called cerebral palsies in one 
volume of less than 200 pages. The author, 
apparently realizing this difficulty, expresses 
in the preface his intention to avoid the 
“dark points” of a controversial nature, 
and rightly so, since it would require a 
much more elaborate volume. 

Although the listings of the pathological 
conditions are quite complete, their treat 
ment is uneven. Some of the conditions 
are treated at great length, including S% | 
eral case histories—with gross and micro 
photographs—many of which because o 
their repetitive nature and little didactive ` 
value could have been avoided. Others ` 
are mentioned in a few lines in most gem 
eral terms. 

The information on the jacket suggest 
this book as reference for many specialists , 
including obstetricians, pathologists, neuro 
surgeons, hematologists, etc., but it d 
its purpose by being too superficial. The 
title makes one expect that at least the gros 
and histopathology would be analyzed with 
care and not summarily at a level too in 
to be benefited by the medical profession 

The pathology of various conditions 
treated in this book has been descri ji 
elsewhere in much greater detail and wi 
greater clarity. Evaluation of some n 
sary controversial details has been avol i 
by the author and therefore this book En 
tributes very little to the literature 
pathology.—Lxorot Liss, M.D., 
Psychiatric Institute and Hospital, © 
bus, Ohio. 


ENTS OF THE HANDICAPPED 
Alfred H. Katz 
eld, It, Charles C Thomas, 1961, 153 pp. 


his book reports on a study of a rather 
articular kind of mental health problem 
hich affects a particular kind of minority 
group in a particular big city in the United 

In examining the origin, evolution, and 
tal forces in four of the world’s several 
housand localized “self-organized” groups 
‘of parents of children with severe lifetime 

abilities, Dr. Katz has made one of the 
scientific studies of a well-recognized 
postwar social phenomenon. 

Such organizations are to be found not 
only in the United States, with its well- 
known propensity for voluntary organiza- 
ion, but also in most of the countries in 
which democratic conditions prevail. It 


onged stress aggravated, in many cases, by 
‘social attitudes which result in a sense of 
discrimination. 
_ By means of interviews with leaders, staff 
members, and professional consultants of 
‘the four organizations and with profes- 
sionals in bystanding agencies, supple- 
mented by reviews of the written 
Dr. Katz has developed a lively and, on 
the whole, a sympathetic picture of the 
early growth of United Cerebral Palsy of 
New York City, the Association for the 
elp of Retarded Children (New York 
City and state), the nucleus group for the 
Muscular Dystrophy Association of Amer- 
ca, and the League for Emotionally Dis- 
turbed Children (now the National Organ- 
ization for Mentally Ill Children). The 


study was made in 1954 when these or- 


ganizations were eight, five, four, and Éve 
years-old, respectively. 
While showing xientibe re 


straint of the temptation to 
author provides in this study the bases for 


very carefully at the trees. 
The book should certainly be used in 


THE MANIPULATION OF HUMAN 
BEHAVIOR 

Edited by Albert D. Biderman and Herbert 
Zimmer 

New York, John Wiley & Sons, Inc, 1961, 301 pp. 


the pertinent literature. For the most pari 
the chapters are well-written and the ma 


terial is presented clearly and compre- 
hensively. The various chapters dealing 
with torture, drugs, hypnosis and other 
means which have been used to force 
humans to do the will of other humans are 
backed up by a carefully selected and im- 
pressive bibliography. 

Certainly this will be a valuable source 
book for those interested in the subject for 
either political or scientific reasons — 
Stewart Wotr, M.D., The University of 
Oklahoma Medical Center, Oklahoma City, 
Okla. 


ESCAPE FROM AUTHORITY 
The Perspectives of Erich Fromm 


By John H. Schaar 
New York, Basic Books, Inc., 1961, 324 pp. 


This book presents a serious, critical ex- 
amination of the work and though of Erich 
Fromm, who has long enjoyed an inter- 
national reputation as social critic and 
psychologist. 

The center of Fromm’s work is his con- 
viction that our civilization relentlessly and 
systematically crushes and corrupts man’s 
deepest needs and noblest powers. He be- 
lieves that destructiveness and evil are not 
inherent in man but that they are the re- 
sults either of economic shortages or of 
bad social institutions and relationships. 
Thus, Fromm’s discussion of corruption 
and regeneration proceeds neither in the 
language of the Judeo-Christian tradition 
nor of such great psychiatrists as Freud and 
Jung, but in the language of social reform. 

The author repeatedly mentions what 
can be called one of Fromm’s major fail- 
ures—the failure to deal with or accept the 
evil inherent in man, for when man is free, 
he is free to do evil as well as good. Re- 
form is difficult when one has to deal only 
with society and not also with the indi- 
viduals in this society. 
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The goal of Fromm’s work is the good 
society of liberty and love. The body of 
his formulations has three large divisions: 

1. His analysis of human nature and the 
human condition; 

2. His historical account of how modern 
society came to be sick, together with his 
diagnosis of the sickness itself; 

3. His proposed cure, in which he com- 
municates his vision of the good life and 
drafts a sketchy constitution for the good 
society. 

In Schaar’s book one can easily see a 
deep appreciation of many of Fromm’s 
ideas. His discussion is much more than 
a restatement of Fromm’s own writings. In 
a lucid and penetrating way his argument 
takes the form of reminding the reader that 
beneath the clear and placid surface of 
Fromm’s beautifully stated formulations 
lie many restless and murky premises and 
implications, which Fromm nowhere ex- 
amines and which the reader must there- 
fore identify for himself. ; 

Schaar recognizes a major strength in 
Fromm’s approach to ethics. This ap- 
proach rests on a sensitive appreciation of 
the fact that any discussion of virtue or 
vice is ambiguous unless the discussion pro- 
ceeds from the recognition that the mean 
ing of a virtue or vice is a function of the 
character of the person of whom the virtue 
or vice is predicted. À 

Schaar goes on to say that Fromms 
theory of character, and the conception oÍ 
the good man which flows from it, rept 
sents one of the few attempts to apply 
psychoanalytic principles and concepts to 
the construction of a portrait of the good 
man and a conception of the good life. 

Toward the end of the book Schaar com- 
pares and contrasts the existential as OP” 
posed to Fromm’s sociological concept ° 
man. Schaar’s discussion at this point 7 
clear and moving and one of his fines 
achievements in this book. 


As one completes the reading Schaar’s 
dialogue with Fromm, one sees more 
clearly than ever Fromm’s failure to deal 
adequately with the problem of evil in man, 
with order, and with authority. 

Though Schaar points out the weak- 
nesses and contradictions in Fromm's writ- 
ings, he never fails to emphasize the monu- 
mental contributions and strengths of one 
of the major thinkers of our time. 

Also, one will not always accept Schaar’s 
interpretation or criticism. An example 
of this is his discussion of Fromm’s views 
on the psychodynamics of suicide, which 
does not quite do justice to the great psy- 
chologist. 

After reading Schaar’s critique, one is 
impressed with the breadth of his learning, 
the soundness of his scholarship, and the 
clarity of his writing. His book is excellent 
and worthy of careful reading. He has 
made a genuine contribution in the writ- 
ing of this distinguished book.—James A. 
Knicut, M.D., Tulane University School 
of Medicine, New Orleans, La. 


IMPRESSIONS OF EUROPEAN 
PSYCHIATRY 

By Walter E. Barton, M.D., Malcolm J. 
Farrell, M.D., Frances T. Lenehan, R.N., 
and William F. McLaughlin, M.D. 


Washington, D. C., American Psychiatric Associa- 
tion, 1960, 138 pp. 


For all their interest in European culture 
and political institutions, North American 
Psychiatrists are naively ignorant about 
European psychiatry. We know much 
about the contributions to psychiatric 
theory of such European psychiatrists as 
Freud and Bleuler, but we know little of 
the manner in which Europe treats its men- 
tally ill. 

In this 138-page volume three well-known 
American psychiatrists and one psychiatric 
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nurse have taken a notable step towards 
remedying this defect. 

Thus, for example, we learn that the 
American pattern of the impersonal state 
hospital on the one hand, as opposed to 
high prestige private psychiatry on the 
other, is not the prevailing practice in the 
rest of the Western world. 

The book records the impressions of this 
four-person survey team which made a six- 
week visit to Great Britain, Belgium, Den- 
mark, France and Holland. As stated in 
the Introduction, much attention was paid 
to services, hospital administration, therapy 
and rehabilitation, and professional train- 
ing. 

To think of this account as a formal 
report would not do justice to a most in- 
teresting book. It is a tersely written, enter- 
taining, readable record of the reaction of 
these four American professionals to Euro- 
pean mental health services. 

All on this continent who ask questions 
about psychiatric services should read this 
report. This should include not only the 
mental hospital administrators, but also all 
clinicians in state services, and certainly 
psychiatrists in universities. 

Obviously, the authors were surprised 
and impressed by what they saw, especially 
in the United Kingdom and in Holland. 
Reader interest is maintained throughout 
by apt comparisons with North American 
services—usually to the detriment of the 
latter. 

Interest in the book is kept very much 
alive by references to persons and places. 
The reader becomes quite familiar with the 
personalities and programs in such cities 
as Worthing, Mapperly, and Amsterdam. 

In this monograph the main contention 
is that, with considerable success, European 
psychiatry combines the efforts of govern- 
ments, churches, and individuals in provid- 
ing psychiatric services and in protecting 
the dignity of the patient. These services 
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succeed better than their American counter- 
parts. European psychiatric programs pro- 
vide patterns of care in which there is much 
evidence of interest, warmth and infor- 
mality. 

In comparison with North American ad- 
ministrators, European officials spend much 
more on personnel than on bricks. Conti- 
nuity of care is achieved by trying to have 
the same staff follow the patient from early 
contact in the community through hospital 
and back home. European psychiatrists pay 
relatively more attention to social factors; 
drugs and individual psychotherapy seem 
to have less support than in America. The 
therapists even try to see that discharged 
patients get jobs. 

Especially in Britain, there is little evi- 
dence of the U. S. pattern of private special- 
ist practice; as a result, the government 
psychiatric services have a relatively higher 
prestige. Good psychiatric nursing staff is 
maintained by paying salaries higher than 
those paid by general hospitals. 

For an American text on psychiatry, there 
is a refreshing interest in services for the 
mentally retarded, reflecting the profes- 
sional background of one of the authors. 
There are many useful ideas here for those 
seeking to improve services for the mentally 
retarded. 

There are practical references to the use 
of station wagons in day-care programs, to 
subsidized additions to private dwellings 
for seniles and a notation that British doc- 
tors use fewer tranquilizers than do the 
Americans, 

In discussing such a well-written and in- 
formative book, your reviewer is in danger 
of neglecting his responsibility of looking 
for weaknesses. In this regard I thought 
they made it all seem a little too good. 

In their pleased surprise at finding things 
so much better than anticipated, the authors 
have failed to mention some important de- 
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fects. Even in some of the British and 
Dutch centers visited by this survey team, 
I have seen some unattractive wards for the 
treatment of the mentally ill. In some 
major teaching units there were psychiatric 
services in which the levels of care were 
much below the standard seen in medical 
and surgical wards in the same building. 
This neglect to mention the undesirable 
may reflect too much zeal to be a good 
guest. 

Another important gap was a failure to 
report the role of the general practitioner 
in the psychiatric services of the countries 
visited. We have no way of knowing 
whether this reflects limitations in family 
doctor participation or a possible disinterest 
of the authors in general practice psychiatry. 

But, the virtues of this book far outweigh 
its shortcomings. These include some at 
tractive insertions. The British tendency 
to call a spade a spade is delightfully demon- 
strated by a reference to the National Still- 
birth Study. Speaking of Scotland as if it 
were sovereign will arouse appropriate emo 
tions in readers of Celtic origin. ; 

Most readers will be pleasantly surprised 
at this book. We are accustomed to seeing 
excellent reports by Europeans on their 
visits to America. Here, the shoe is on the 
other foot and, surprisingly enough, the 
subject is psychiatry —D. G. McKERRACHE® 
M.D., University of Saskatchewan, Saska- 
toon, Sask., Canada. 


POSITIVE HEALTH OF 
OLDER PEOPLE 
Edited by Betsy Marden Silverman 


New York, National Health Council, 1960, 131 pP 
i EA and 
In a world surfeited by publicato a yap 
discussions on every topic, one moon 
more and more aware of the value o 


prepared abstracts that give the readers 
enough accurate information to guide them 
in their own particular field and to stimu- 
late more careful attention to detailed study 
of the subject matter. 

This compact, well-printed paperback 
yolume is based on the discussions at the 
National Health Forum held in Miami, 
Fla., in March, 1960. The editor, Betsy 
Marden Silverman, is to be congratulated 
on successfully covering the wide range of 
- the presentations in clear, easily read sum- 
maries, with careful emphasis on the inter- 
relationships. 

The complicated agenda of this meeting 
—which preceded the White House Con- 
ference on the Aging in January, 1961, by 
some nine months—served to prepare the 
health profession for effective participation 
in the great national meeting. 

The book is divided into seven chapters; 
the titles indicating the broad areas dis- 
cussed: “Perspectives of a Healthy Matur- 
ity,” “Investigation and Discovery in Physi- 
cal Aging,” “Investigation and Discovery in 
Mental and Emotional Health,” “Health 
Services for the Older Person,” “Factors 
Affecting Health,” “Stimulating Local Co- 
operative Action,” and “Looking to the 
Future.” 

The roster of participants includes many 
authorities in the fields of internal medicine, 
= public health, psychiatry, psychology, soci- 
ology, nursing and social service and makes 
it clear that this gathering was truly on a 
broad, interdisciplinary foundation. 

In addition, the appendix contains “High- 
light Reports” made-up of suggested action 
programs in the various areas that have been 
discussed. These are in outline form, 
tersely and forcefully worded, and are well 
worth reading by themselves as stimulating 
and constructive outlines for professional 
and community groups for future planning. 

In the section on mental health there is 
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a clear discussion of the role of religion in 
the emotional life of the elderly. The 
author, Dr. Milton Barron, chairman of the 
Department of Sociology at City College of 
New York, points out the sharp diversity 
between the prevailing theory about the 
positive relationship of religion to aging 
on the one hand, and, on the other, the 
actual accomplishment of religion in bring- 
ing meaningful and helpful attitudes and 
experiences into the lives of older people. 

This book is highly recommended to all 
workers in the field of aging as an invalu- 
able introduction to the health factors. It 
should be available for study and consul- 
tation on the shelves of all interested in 
promoting the welfare of the elderly.—F. D. 
Zeman, M.D., New York, N. Y. 


THE ADOLESCENT SOCIETY: 
THE SOCIAL LIFE OF THE 
TEENAGER AND ITS IMPACT 
ON EDUCATION 

By James S. Coleman 


Glencoe, Ill., The Free Press, 1961, 368 pp. 


The author of this study admits at the out- 
set that he has come to feel “that the task 
of a high school principal is one of the 
most difficult and complex in our society.” 

These feelings will be well understood 
by those involved with adolescents and by 
all those who participate in the teeming life 
of secondary schools. 

Also well understood will be one of the 
chief reasons given for the difficulty and 
complexity of the task: “the need to suc- 
cessfully compete with cars and sports and 
social activities for the adolescents’ atten- 
tion in an open market.” 

In order to study the teenager's world, 
Dr. Coleman went to the center of adoles- 
cents’ society—the high schools. Ten 
schools, all in northern Illinois, selected 
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with diversity in mind, were studied to 
determine the common characteristics of the 
adolescent culture as well as those which 
vary from one kind of school to another. 

First, the values, activities, and interests 
characterizing the teenage culture as a whole 
were examined, and secondly, the ways these 
adolescent societies differ from school to 
school and from community to community. 
The purpose of this was to “achieve some 
understanding of how the climate of edu- 
cation within a school may better imple- 
ment the hopes and ideals of our society.” 
In other words, how can we learn how to 
control the adolescent community as a com- 
munity and use it to further the ends of 
education? 

Dr. Coleman emphasizes the gulf that 
separates the adult culture from the adoles- 
cent community. Adults have come to be, 
he states, out of touch with the times, unable 
to understand—much less to inculcate—the 
standards of a social order that has changed 
since they were young. This gulf, always 
wide, is widening fast, and the adolescent 
society, in a world apart, finds that certain 
values exist which are incompatible with 
adult goals set for youth. 

For example, the relative importance of 
sports and studies for boys and beauty and 
brains for girls as pathways to success are 
measured as they appear in the 10 different 
schools, and the results will surprise few 
readers. 

The author's findings lead him to pose 
some disturbing questions on such issues 
as the desirability of coeducational high 
schools and the effects of the trend toward 
de-emphasizing scholastic competition 
within a school. 

The study confirms what observing adults 
have thought and suspected: that the ado- 
lescent lives more and more in a society of 
his own; that his home has less and less 
ability to mould him; that the values set 
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by his peers are of primary importance; 
that the continuing insulation from the real 
adult world shuts him off from adults’ work 
and perspective and leaves him, after leav- 
ing school, stranded in an impersonal so- 
ciety he knows little about and to which 
he has difficulty in relating. 

The commentary on the significance of 
the findings and the recommendations for 
change in the secondary schools provide 
provocative reading for all who seek to 


understand the teenage high school group - 


and who are responsible and concerned with 
their education.—ELIZABETH S. Force, 
American Social Health Association, New 
York, N. Y. 


EMOTIONAL MATURITY IN 
LOVE AND MARRIAGE 
By Lucy Freeman and Harold Greenwald 


New York, Harper & Brothers, 1961, 255 pp. 


This book presents discussions of many im- 
portant practical points in the relations 
between men and women. Each such topic 
is dealt with very briefly, usually in a page 
or two. The style of presentation #B 
popular. 

The flavor and content are indicated by 
a sample of the catchy chapter titles and 
subheadings: “The Crisis of Courtship’ 
which includes “Sex Before Marriage 
“Marriage Is No Tea Party,” and “Some 
Cannot Love;” “The Myth of the Happy 
Honeymoon” which includes “Honeymoon 
Jitters,” “The Unfaithful,” “Is Man 
for Everyone?” and “The Not-So-Ide 
Marriage,” in which the reader is advised t° 
compromise with his limitations as part 0 
emotional maturity. 

Actually this topic of maturity comes ule 
almost exclusively in this last chapter aP 
is not dealt with as a subject which has 
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received systematic clinical study; thus the 
title of the book is somewhat misleading. 

This characteristic influences the presen- 
tation elsewhere. For example, on pages 
four and five the authors state that prema- 
ture sex often prevents a deeper relation- 
ship. But how often does it have the oppo- 
site result, and how do we know? Of course, 
this is one of the special difficulties of this 
form of popularizing. 

Sometimes it is misleading, as for exam- 
ple, on page 82, in the description of a wife 
who makes exhorbitant sexual demands on 
her husband; this “may” be because of her 
fear of her own sexual inadequacy, accord- 
ing to the authors. 

Here only a single explanation is given 
for an exaggeration which has many causes. 
And in some places this becomes unwar- 
ranted generalization, as in the implication 
on page 46 that the chief or only source of 
a husband’s excessive jealousy lies in his 
own feelings of sexual inadequacy, and the 
statement that feelings about sexuality are 
the most sensitive because repressed, when 
actually other feelings are also repressed. 

On page 210 it is implied that widows 
who believe themselves tied to the departed 
by deep love always deceive themselves in 
this, but are there not women who can 
indeed give their hearts but once—or is 
this only in romantic novels? 

Is it factually established that a small 
child accidentally witnessing parental inter- 
course can only conceive of it as a violent 
attack? But the evidence that children be 
spared this experience is sound. 

One last critical comment. This book re- 
flects a great deal of sound observation and 
wisdom. These authors, with their train- 
ing, experience and wisdom must know 
that “the facts of life” are not information 
on where babies come from. One fact of 
life is that in his soul, married or not, each 
person must live his adult life alone, on 
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his own responsibility; another fact of life 
is that the dependent love needs in each of 
us are 10 to 20 times stronger than we 
realize. 

The reason negative comments have crept 
into this review is because these authors 
have so much knowledge and experience, 
are so perceptive and realistic, that even in 
a popular book one expects too high aca- 
demic and scientific standards, such as those 
found in Dr. Greenwald's The Call Girl. 

But one fundamental should, it would 
seem, be made clear, especially if this tide 
is to be used: emotional maturity is a 
process of development; it is powerfully 
affected by early influences, especially by the 
feelings and attitudes of those who rear the 
child; these influences can help or warp 
the development and in so doing they set 
patterns of personality. If these patterns 
involved disturbed feelings toward others 
in early childhood, the person will have to 
cope with these disordered feelings in his 
choice of mate, in his courtship and his 
marriage. All this is implied in the clinical 
explanations, but they are not stated ex- 
plicitly. 

Despite these criticisms, the book excels 
in bringing up for discusison, in a realistic 
and psychologically perceptive fashion very 
many of the major points concerning mar- 
riage—Lron J. Saut, M.D., University of 
Pennsylvania, Philadelphia, Pa. 


HANDBOOK OF ABNORMAL 
PSYCHOLOGY 


By H. J. Eysenck 
New York, Basic Books, Inc., 1961, 816 pp. 


This book is more than a textbook of ab- 
normal psychology; it is a small encyclo- 
pedia in psychiatry and clinical psychology 
whose scope is best understood from the 
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author’s own account of how it came to be 
written. 

“Originally I conceived the notion 15 
years ago when the exigencies of war threw 
me into contact with psychoneurotic pa- 
tients . . . Having little knowledge of the 
field I turned to the available textbooks.” 

Some 50 textbooks later the author con- 
cluded that “none of them contained any 
evidence of properly planned or executed 
experimental investigations or even the 
realization of the necessity for such. 

“I soon noticed that much interesting and 
important work had, in fact, been done and 
reported in the journals, although it had 
not penetrated into the textbooks. What 
more obvious, then, than to plan to gather 
together all these widely separated facts 
and theories?” 

The work was done by a team of experts 
who agreed on “the absolute necessity . . . 
of applying the highest standards of experi- 
mental design and statistical treatment . . .” 

The result is a compendium of selected 
recent literature in which the individual 
references are drawn into a smoothly pre- 
sented text that ranges over a vast territory 
of knowledge from the most esoteric scien- 
tific logic to the newest tranquilizers of the 
day. 

The emphasis is on mathematics, mathe- 
matical logic and quantitation, and the pace 
is set promptly in the first chapter on 
“Classification and Problems of Diagnosis.” 
Here the reader is introduced to such mathe- 
matical operations as canonical variate 
analysis of objective test performances and 
orthogonal rotated factor loadings, all in 
explicit detail. Here we find a full discus- 
sion of Eysenck’s well-known concepts of 
neuroticism, psychoticism, and introversion- 
extroversion, 
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The emphasis throughout the book falls 
on data of rather direct clinical interest, 
and the clinician, whether psychologist or 
psychiatrist, will find here a vast array of 
material not usually found in one volume, 
or indeed in the journals of any one dis- 
cipline. 

The fields include biochemistry, pharma- 
cology, sensory psychology, mental retarda- 
tion, genetics, constitution, conditioning 
and brain damage, child rearing, and ani- 
mal psychology. Always one finds a strong 
tendency to follow the various questions 
into the technical language of various sci- 
entific disciplines. 

Impressing as the documentation may be, 
the book also points out many limitations 
and defects in research. In the chapter on 
“Effects of Drugs on Behavior” it becomes 
clear that the data now available are not of 
a quality which lend themselves to a rigor- 
ous analysis. The tools of logic and mathe- 
matics are ready, but the problem remains 
to supply them with suitable materials. 

Eysenck concludes that “The reasons for 
this sorry state of affairs are obvious. Ene 
thusiasm in research is no compensation 
for lack of competence, and few workers im 
the field have had the requisite training 
in psychological research methodology, sta- 
tistical knowledge, biochemical expertise 
and general physiological knowledge to 
avoid quite elementary errors.” He pre 
dicts, however, “. . . the promise both for 
research and for applied work, held out by 
drugs, is such that a rapid advance is likely 
to take place—the first for years.” 

This book should have an appeal to those 
interested in fundamental status relating E 
psychiatry and clinical psychology. —HENAY 
Britt, M.D., New York State Departmen 
of Mental Hygiene, Albany, N. Y. 


| 


| 
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RESEARCH 


A process for inschool screening of children 
who are likely to develop learning and be- 
havior disorders because of emotional prob- 
lems is now available for experimental use. 
The instruments and procedures are the re- 
sult of over five years of experimental study 
on a state-wide basis in California. 

To gather further data on effectiveness, 
and to refine the process before release for 
general use in schools, the materials are be- 
ing made available by Educational Testing 
Service to qualified research workers in all 
states except California. Distribution within 
California is solely in the hands of the State 
Department of Education there. 

The screening process is intended to be 
used in group situations from kindergarten 
through grade 12. The ultimate goal of na- 
tionwide investigation is to provide an eco- 
nomical and effective procedure for finding 
and helping children who would in time 
develop serious learning and behavior diffi- 
culties. 

Futher information may be obtained 
from the Office of Special Tests, Educa- 
tional Testing Service, Princeton, N. J: 


Persons with severe mental illness are ap- 
parently free of a number of common phys- 
ical ailments, according to a 15-year sur- 
vey of Veterans Administration patients. 
Among hundreds of mentally ill veterans 
studied at the Bedford, Mass., VA hospital 
over the past decade and a half, not a single 
case of hay fever was discovered and only 
one case of asthma was found. Rheuma- 
toid arthritis was rare. 

In addition, many mental patients may 
not show signs of discomfort or pain dur- 
ing major painful physical disorders. The 
investigation reveals that most neuropsy- 


chiatric patients do not complain of physi- 
cal pain even with perforation of peptic 
ulcers, acute appendicitis and severe heart 


attacks. 
. . . 


Development of a new profession is the 
goal of a research project announced re- 
cently by the Jewish Board of Guardians, 
New York City, and Teachers College of 
Columbia University. The two agencies 
have been jointly awarded a grant by the 
National Institute of Mental Health for the 
purpose of creating a professional training 
program for child care counselors. 


TRAINING 


Of the three volunteer companionship proj- 
ects under social work supervision at the 
Veterans Administration Hospital in To- 
peka, Kan., the largest is the one involving 
male and female college student volunteers 
from nearby Washburn University. 

According to a recent report from Harold 
W. Feldman, assistant chief, Social Work 
Services at the hospital, “patients’ response 
to the volunteer companionship activities 
was rated as more favorable than to any 
other activity or to most other activities in 
22 out of 29 instances.” 

Since the college student project was in- 
augurated in November, 1958, 42 students 
have participated actively in the program. 
New students are recruited at the beginning 
of each semester. Chronic patients in a male 
psychiatric service are selected for com- 
panionship visits by the doctors. After in- 
dividual and group orientation meetings 
and introductions, the volunteers are as- 
signed, each to his own patient. They vir. 
tually have the run of the hospital’s patient 
activity areas and, with medical approval, 
also take patients to off-ground activities. 
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Each volunteer has his own notebook in 
which he reports each visit to the appropri- 
ate doctor and social worker, giving impres- 
sions and raising questions. Individual 
and group conferences are held periodically 
—involving doctors, social workers—psy- 
chologists and college faculty members to 
share learning experiences. 

Concepts and attitudes of the student 
volunteers, compared with a group of non- 
volunteer students, were studied through 
the collaboration of Dr. John E. Lubach, a 
social psychologist formerly on the hospi- 
tal’s research staff, through the use of rating 
scale techniques. Although the findings 
were not conclusive as to differences be- 
tween these two groups in their concepts 
about mental patients and in their attitudes 
toward visiting them, the volunteers tended 
to value intellectual and scientific pursuits 
more highly. 

As they gained experience in volunteer- 
ing activities, average periodic ratings per- 
taining to their feelings about the worth 
and dignity of the individual rose signifi- 
cantly. 

L ER 7-9 


Plans for the establishment of a school of 
practical nursing by the New York State 
Department of Mental Hygiene have been 
announced by Dr. Paul H. Hoch, commis- 
sioner of mental hygiene for the state. 
The school, which will be located at Wil- 
lowbrook State School, Staten Island, will 
provide a 12-month course in the tech- 
niques of elementary nursing. 


+ * + 


The Mental Health Traineeship Program 
established under the National Mental 
Health Act of 1946 has been extended to 
include a limited number of undergrad- 
uate trainee stipends for graduates of di- 
ploma programs in nursing (registered 
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nurses) with a career interest in psychiatric 
nursing. 

The traineeships are for full-time study 
to complete the senior year of a baccalau- 
reate program in nursing which provides 
undergraduate education in all clinical 
areas, including public health nursing. 


* * * 


A $15,000 renewal grant for undergraduate 
training in psychiatric nursing has been 
awarded to Boston University's School of 
Nursing by the National Institute of Men- 
tal Health. The grant will help under- 
write some of the costs of nursing educa- 
tion, including the teaching of psychiatric 
nursing and mental health concepts in the 
School’s undergraduate curriculum and the 
development of the community aspects of 
psychiatric nursing. 


AWARDS 


Doctors Karl and William Menninger, Te: 
spectively chairman of the board and presi- 
dent of the Menninger Foundation, have re 
ceived Gold Medal Awards from the Na- 
tional Institute of Social Sciences “for dis- 
tinguished service to humanity.” The 
awards were made to the psychiatrists in 
recognition of their work as leaders Te 
sponsible for the improved diagnosis and 
treatment of mental disease.” 


APPOINTMENTS AND ELECTIONS 


The Mental Health Section of The Amerr 
can Public Health Association has elected 
the following officers: 

Dr. Allan D. Miller, chairman; Hyman 
Forstenzer, vice-chairman; Ruth E. Simon- 
son, secretary-elect. 

* * * 
Dr. C. Esco Obermann, director of the be 
Paul, Minn., Rehabilitation Center a, 
sumed the presidency of the National 


a u. 


habilitation Association for 1961-62 fol- 
lowing the October, 1961, NRA annual 
conference held in San Francisco. 


Dr. Wilson T. Sowder, long-time director 
. of the Florida State Health Department, 
has been appointed chief of the Public 
Health Service's new Office on Aging. 


Ian V. Dubienski, a Winnipeg lawyer, long 
active in the work of the Canadian Mental 
Health Association, has been elected new 
president of the CMHA. 


Dr. Marvin E. Perkins has been appointed 
New York City’s first Commissioner of 
Mental Health Services. In addition to 
the co-ordination of all mental health serv- 
ices in the city, his responsibilities will in- 
clude: 1. the development of a compre- 
hensive psychiatric program; and 2. devel- 
oping standards of care to be rendered in 
psychiatric facilities operated by the City. 

Dr. Perkins’ appointment has been hailed 
as a move with “special significance not 
just for the city but for the entire coun- 
try.” It means that for the first time the 
job of running the city’s psychiatric serv- 
ices has been given individual rank, along 
with hospital, welfare, health and correc- 
tion services. 

Since January, 1960, Dr. Perkins has been 
executive director of the Community Men- 
tal Health Board in New York. 

* + * 
Dr. William T. Lhamon has been ap- 
pointed psychiatrist-in-chief of The New 
York Hospital, head of the Payne Whitney 
Psychiatric Clinic, and professor and chair- 
man of the Department of Psychiatry of 
Cornell University Medical College. Dr. 
Lhamon, who has been chairman of the De- 
partment of Psychiatry at Baylor University 


Notes and Comments 


College of Medicine in Houston, Texas, 
will take his new post July 1. He succeeds 
Dr. Oskar Diethelm who will retire after 
25 years at the New York Hospital—Cornell 
Medical Center. 


Dr. Jack R. Ewalt, Dr. George C. Ham and 
Mike Gorman have been appointed to the 
National Advisory Mental Health Council. 
The new appointees, together with the other 
nine members of the Council, will make 
recommendations to the Surgeon General 
regarding research and training programs 
sponsored by the National Institute of Men- 
tal Health. 

Dr. Ewalt is head of the Department of 
Psychiatry at Harvard Medical School; Dr. 
Ham is chairman of the Department of 
Psychiatry, University of North Carolina 
School of Medicine; Mr. Gorman is execu- 
tive director of the National Committee 
Against Mental Illness. 


CARE AND TREATMENT 


Veterans Administration hospitals are treat- 
ing thousands of additional patients with- 
out a corresponding increase in beds. The 
agency's 171 hospitals had 28,000 more pa- 
tients in fiscal 1961 than in fiscal 1960, with 
an increase of only a few hundred in the 
number of beds available for use. 

The rate at which VA hospital beds are 
freed for new admissions, or turnover rate, 
has risen substantially and continues to in- 
crease. Present predictions are that the 
agency’s hospitals will treat 30,000 more pa- 
tients in fiscal 1962 than in fiscal 1961 and 
58,000 more than in fiscal 1960. 

The yearly turnover rate of psychiatric 
patients in VA hospitals rose from 66 per 
cent in 1955 to 78 per cent in 1960, and to 
85 per cent in 1961. 

315 


MEETINGS 


Special emphasis was placed on the finan- 
cial implications of the Final Report of the 
Joint Commission on Mental Illness and 
Health at the Governors’ Conference on 
Mental Health held in Chicago in Novem- 
ber. The Conference, the second such con- 
clave held during the past eight years, was 
attended by governors, state mental health 
commissioners, legislators and others con- 
cerned with governmental administration. 
A similar conference held in 1954 provided 
the impetus for a number of outstanding 
developments in the fields of mental illness 
and mental health. 


The third annual meeting of the Academy 
of Religion and Mental Health will be held 
in New York City May 16-18, 1962. One 
of the featured speakers will be Norman 
Cousins, editor of the Saturday Review, 
who will speak on “The Concept of Respon- 
sibility.” 
* * x 


The 89th Annual Forum of the National 
Conference on Social Welfare will be held 
in New York City May 27-June 1, 1962. An 
important segment of the Forum will be a 
series of meetings under the heading of 
“Strengthening Family Life for Children.” 


* * + 


The Commission of Neurochemistry of the 
World Federation of Neurology is holding 
a Neurochemical Symposium in Göteburg, 
Sweden, June 16-21, 1962, The Symposium 
will be on “Enzymic Activity in the Central 
Nervous System.” 


* * * 


The American Psychiatric Association will 
hold its 118th annual meeting in Toronto, 
Canada, May 7-11, 1962. About 5,000 psy- 
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chiatrists, their wives and guests are ex- 
pected to attend. 


* + + 


The Annual Meeting of The Academy of 
Psychoanalysis will be held in Toronto May 
5 and 6, 1962. 


A Conference on Certification of Group 
Psychotherapists and Psychodramatists will 
be held at the Royal York Hotel in Toronto 
on May 9. The Academy of Psychodrama 
and Group Psychotherapy is urging mem- 
bers of the American Psychiatric Associa- 
tion and representatives of group psycho- 
therapy societies to participate. 


The first International Congress of Psycho- 
somatic Medicine and Maternity will be 
held in Paris July 8-12, 1962. 


* * e 


A conference will be held on April 13-14, 
1962, at the University of Virginia, Char- 
lottesville, on the general topic “Condition- 
ing Therapies versus Psychoanalysis: The 
Challenge in Psychotherapy.” 


PUBLICATIONS 


The Department of Health of the Virgin 
Islands has published a “health calendar 
for 1962. The calendar features photo 
graphs and recommendations for healthy 
living—many applying to mental and emo 
tional well-being. 


A new quarterly, The Journal of Religion 
and Mental Health, began publication ™ 
October, 1961. Through this quarterly, ie 
Academy of Religion and Mental Heal 

will extend its work as a forum for sharing 
and developing the insights and scholar- 


ship of the professions dealing with in- 
dividual and social health. 


A new publication, The British Journal of 
Social and Clinical Psychology, published 
for the British Psychological Society by 
Cambridge University Press, appeared in 
February. This publication, to be issued 
three times a year, contains original articles 
in the areas of social psychology, abnormal 
and clinical psychology, personality dimen- 
sions and mechanisms, studies of social in- 
teraction in psychotherapy, and papers on 
industrial, sociological, gerontological or 
delinquency research insofar as they deal 
with psychological questions. 
. + . 

Action for Mental Health, the Final Report 
of the Joint Commission on Mental Illness 
and Health, has been published in a paper- 
back edition by Basic Books, Inc. 


The Mental Research Institute of the Palo 
Alto Medical Research Foundation and the 
Family Institute have announced the publi- 
cation of Family Process, a new multidis- 
ciplinary journal devoted to furthering and 
integrating the various investigations and 
efforts of the behavior sciences which deal 
with the family. The new journal will be 
published, initially, twice a year, in March 
and October. Inquiries should be addressed 
to Family Process, 428 East Preston St, 
Baltimore, Md. 


*'. S Mio? 


A new publication is now available for 
those responsible for planning, developing, 
and co-ordinating programs for the men- 
tally retarded at state and local levels. The 
Manual on Program Development in Men- 
tal Retardation is published as a monograph 
supplement to the American Journal of 
Mental Deficiency for January, 1962, and is 
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available from the business office of the 
American Association on Mental Deficiency, 
P. O. Box 96, Willimantic, Conn, 
. . . 

The Vermont Story: Rehabilitation o| 
Chronic Schizobhrenic Patients has been 
published in a paperbound edition by the 
Vermont State Hospital in Waterbury. The 
authors are Dr. Rupert A. Chittick, Dr. 
George W. Brooks, Francis S. Irons, and 
Dr. William N. Deane. 


LEGISLATION 


A master plan for dealing with mental ill- 
ness in New York State was announced to 
the legislature in January by Governor Nel- 
son Rockefeller. His proposed $20 million 
program of aid to the mentally ill has three 
over-all goals: intensified use of modern 
methods; expanded and intensified research; 
and the development of co-ordinated com- 
munity services. 


NOMIC AND NAMH 
VOTE CONSOLIDATION 


The National Organization for Mentally Ill 
Children, organized in 1951, has agreed to 
consolidate its assets and program with 
those of the National Association for Men- 
tal Health and to give up its status as a 
separate organization. 

Although the agreement of consolidation 
has been approved by the members of each 
organization and has been signed, the con- 
solidation must yet be approved by the Su- 
preme Court of the state of New York. 
Steps are being taken to secure such 
approval. 

NOMIC, with 22 chapters in 9 states, was 
formerly known as the League for Emo- 
tionally Disturbed Children. It was en- 
gaged mainly in working for special school- 
ing for mentally ill children and for 
separate treatment centers for these chil- 
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dren in state mental hospitals and in the 
community. 

The NAMH will be undertaking an in- 
tensive program in behalf of mentally ill 
children through its National Headquarters 
and its 46 state and 800 local affiliates. Mr. 
Michael Freelund, executive director of 
NOMIC; has moved over to the staff of the 
NAMH as program director for childhood 
mental illness. 


MENTAL HEALTH WEEK, MONTH 
TO BE OBSERVED IN MAY 


Mental Health Week, 1962, will concen- 
trate on “Community Action for Mental 
Health,” carrying forward the inquiry of 
the Joint Commission on Mental Illness and 
Health and the applications of the Com- 
mission’s recommendations into tens of 
thousands of communities throughout the 
United States. 

Proposed activities for Mental Health 
Week, to be observed April 29-May 5, will 
be related to examinations and evaluations 
of national, state and local mental health 
services. 

The 1962 Bell Ringer Campaign for Men- 
tal Health will be launched during Mental 
Health Week and will continue throughout 
May—Mental Health Month. Robert B. 
Meyner former governor of New Jersey, has 
been named chairman of this year’s fund- 
raising campaign, conducted by the Na- 
tional Association for Mental Health. Serv- 
ing as co-chairman is television star Jayne 
Meadows. 


PRESIDENT INDICATES GREAT 
INTEREST IN MENTAL HEALTH FIELD 


President John F. Kennedy indicated his 
great interest in the fields of mental health, 
mental illness and mental retardation dur- 
ing a recent visit with Dr. William C. Men- 
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ninger, president of The Menninge 
dation. Dr. Menninger, who called o 
President at the latter's request, told 
Kennedy that more federal aid is requi 
to deal with the whole field of me 
health. The psychiatrist, in a repor 
newsmen following his visit to the Wh 
House, said that he had informed the Pi 
dent that research is inadequate; that 
pital space is insufficient; and that thi 
a great need for increased personnel, 

Dr. Menninger added that the Presi 
indicated that he was “very sympathet 
these problems. 


APA, NAMH ADOPT STATEMENTS ` 
ON JOINT COMMISSION REPORT 


The American Psychiatric Association 
vigorously endorsed and urged implem 
tion of the basic objectives of the nati 
wide mental health program recomm 
by the Joint Commission on Mental I 
and Health, according to a position a 
ment adopted recently by the Associa 
governing council. ) 
The Association specifically endorses’ 
“underpinning recommendation of the 
port which calls for federal sharing” 
grant program to assist states and comm 
ties in advancing direct treatment an 
habilitation services for the mentally ill. 


In an official statement adopted at the 
annual meeting of the National Assoct 
for Mental Health in November, the 
ciation’s Board of Directors declared 
be the responsibility of the NAMH to K 
the Final Report of the Joint Com 
on Mental Illness and Health and th Š 
mission's recommendations in the fore 
of public interest. 

Also in the statement the NAMH 
endorsed a number of emphases comi 
of the Report—training of additiona 


fessional personnel; intensified public edu- 
cation; expanded federal, state and local 
support of mental health programs, as well 
as increased voluntary support; expanded 
research; reduction in the size of mental hos- 
pitals in the future and decentralization of 
existing large institutions; expansion of 
psychiatric services in general hospitals, and 
increase of other community services for 
diagnosis, treatment and rehabilitation. 


NEW NAME FOR 
PRESIDENT'S COMMITTEE 


President Kennedy has signed an executive 
order removing the word “physically” from 
the title of the Presidents Committee on 
Employment of the Physically Handi- 
capped. In announcing the change the 
President explained: “we want to emphasize 
the great importance of hiring people who 
may have suffered some degree of difficulty 
mentally. These people deserve our whole- 
hearted support and co-operation in mak- 
ing it possible for them to live useful and 
fruitful lives.” 


IN MEMORIAM 


Arnold Gesell died last summer at the age 
of eighty. He started in education as a 
school teacher in Wisconsin. His insatiable 
quest for knowledge then led him to gradu- 
ate studies in psychology, and he received 
his Ph.D. in 1906. His doctoral thesis was 
prophetic of his interest in the development 
of behavior, which was to be his major life 
work. It dealt with the manifestations of 
jealousy, normal and abnormal, in animals 
and in men at ascending age periods, begin- 
ning with infancy. 

In 1908 he began work in psychology at 
Los Angeles State Normal School, then 
turned East again and received his medical 
degree from Yale in 1915. 

Dr. Gesell’s impact on the parents of 
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America came about through popularized 
versions of many of his research reports and 
books. His contributions to science are as 
many and as long as his bibliography which 
consists of more than 400 monographs, 
papers and books. 


Richard P. Swigart, executive director of 
the National Association for Mental Health 
from 1955 to 1959, died in Chicago re- 
cently. He was on the staff of the American 
Red Cross until his appointment as NAMH 
executive director and served the former 
organization as assistant to the vice-presi- 
dent, as administrative director of the Na- 
tional Blood Program, and as national 
director of fund-raising. 


ARTICLES SCHEDULED FOR 
PUBLICATION IN FUTURE ISSUES 
OF MENTAL HYGIENE 


“Psychiatric Clinic Outpatients in the United States, 
1959” by Vivian B. Norman, Beatrice M. Rosen 
and Anita K. Bahn. 

“Preparing Public Health Nurses for Mental Health 
Problems” by Esther Schulz and Dorothy Brown. 

“Community Attitudes toward Family Care” by 
William T. Bowen and Gloria J. Fischer. 

“Contributions of a Nurse in an Adult Psychiatric 
Clinic” by Jules V. Coleman and Rhetaugh Dumas. 

“Educative Psychotherapy with Student Nurse 
Classes: An Investigation of Socially Shared Con- 
flicts and Value Distortions” by Herman P. Glad- 
stone. 

“The Personal Emergency Advisory Service” by Allen 
A. Bartholomew and Margaret F. Kelley. 

“Cultural Considerations in the Teaching of Ameri- 
can Psychiatry to the Chinese” by Col. Richard 
R. Cameron and Lt. Col. Fernando G. Torgerson. 

“Social Life” by Simon Olshansky. 

“Returning Mental Patients to the Community: An 
Analysis of Placement Failures” by Leslie Navran. 

“The Effects of Manifest Anxiety on the Academic 
‘Achievement of College Students” by Charles D. 
Spielberger. 

“Primary Essentials for Organizing and Administer- 
ing a Successful Institutional A. A. Program” by 
Arthur F. Clagett. 
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“Problems in Administration and the Establishment 
of Community Mental Health Services” by Her- 
bert Dorken. 

“Personality Changes among Members of Alcoholics 
Anonymous” by Felix Cohen. 

“Changing Trends in Psychoanalytically-Oriented 
Psychotherapy” by Lawrence LeShan. 

“A Systematic Approach to Mental Health Asess- 
ment and Counseling” by David S. Shapiro and 
Leonard T. Maholick. 

“Suicide: A Cultural and Semantic View” by Wil- 
liam H. Urban. 

“Goal-Directedness: A Practical Goal for Psycho- 
therapy” by Arthur Nikelly. 

“Job Frustrations of Executives in Social Service 
Agencies” by Neil R. Sweeney. 

“Existentialist Aspects of the Vocational Rehabilita- 
tion Process” by Sol Siegel. 

“Modes and Motives of Some Patients Who At- 
tempted Suicide” by Peter E. Sifneos and William 
F. McCourt. 

“Psychological Factors Influencing Food Habits of 
the Elderly" by Marion H. Zetterstrom. 

“The Outcome of Schizophrenia in Relation to a 
Developing Community Psychiatric Service” by 
Bertram Mandelbrote and Steven Folkard. 

“Norway's Activity Programs in Mental Rehabilita- 
tion” by John Eisele Davis. 

“Some Observations on Psychiatric Consultation 
with Nursery School Teachers” by Beulah Parker. 

“Member-Employee Program as Means of Rehabili- 
tation” by F. J. Bradshaw, Jr. 

“A Survey of Mental Disease in an Urban Popula- 
tion: VI. An Approach to Total Prevalence by 
Age” by Benjamin Pasamanick. 

“The Distribution of Mental Disease According to 
Religious Affiliation in New York State, 1949- 
1951” by Benjamin Malzberg. 

“High-Level Wellness, A Pertinent Concept for the 
Health Professions” by Margaret A. Kaufmann. 
“A Preliminary Investigation of Leisure in Psychi- 
atric Patients” by J. A. Harrington and K. W. 

Cross. 

“Planning for Early Treatment Psychiatric Services” 
by Warren T. Vaughan, Jr., and Joseph J. Down- 
ing. 

“Travel Service: A Specific of Travelers Aid Society” 
by Elaine Miller. 

“Reading Block and Television Apathy: An Alarm 
for Parents” by Joost A. M. Meerloo. 

“Conflicting Values and the Psychopathology of Ado- 
lescence” by Raymond Sobel. 

“Attitudes of Chronic Mental Patients to a Program 
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of Rehabilitation” by Joan L. Burke and Hugh 
Lafave. 

“A Psychoanalytic Group Approach in the Con 
of Therapy and Education” by Norman E. 
berg and David Shapiro. 

“Variations in the Image of a Mental Hospital 
Situational Bias” by Georges Sabagh, H. F. 
man and C. D. Windle. 

“Dynamic Doctor Groups as a Training Method 
Group Psychotherapy” by Curt Boenheim. 

“Some Research Findings with Jewish Subjects 
Traditional Background” by Boris M. Levinson. 

“A Pilot Project in California: Mental Health Sum 
mer Work-Study Program” by Irving B. T 
and Gary M. Sirbu. 

“Emotional Interactions at a Family Court” by 
Grace Renee Ferguson. 

“Reading Preferences as Related to Diagnoses 
Psychiatric Patients” by Harold Gilberstadt, M; 
garet O'Toole and Margery Tingstad. 

“Characteristics of Child Guidance Clinic Ref 
Maintaining a Desire for Appointment after 
Waiting Period” by Gwen Andrew. 

“A Synoptic History of Pseudo-Mental Retardation 
by William C. Daly. 

“The Effects of Fatherlessness on the Preadolescem! 
Female” by R. V. Heckel. 

“The Meaning of Work and its Implication for 
Ex-Mental Hospital Patient” by Simon Olshansky 
and Hilma Unterberger. 

“The Role of Group Psychotherapy for Mothers in 
a Rehabilitative Approach to Juvenile Intractable 
Asthma” by Theodore H. Wohl. 

“Vocational and Social Adjustmeggs of Rehabili- 
tants with Mental Disabilities” by F. LeGran 
Magleby, William M. McPhee and Milton 
Thackeray. 

“Training Social Work Students for An Expan 
Mental Health Clinic Program” by Harold 
Werner. i 

“Interpersonal Relations and Mental Health in 
Classroom” by David C. Epperson, Ma 
Luszki and Richard A. Schmuck. š 


“Psychiatric Rehabilitation in Israel, 1961” by E 
H. Fisher. 
Fisher. ental P 


“A Rehabilitation Center Program for M 
tients,’ by Harold Chenven and Bern 
Somers. 


“Understanding Your Teenager” by Michael J 
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Psychiatric clinic outpatients 
in the United States, 1959 


Outpatient services of psychiatric clinics 
are an important part of the total effort 
to maintain persons with mental disorders 
or emotional problems as effective func- 
tioning members in the community. 

To learn about this role of outpatient 
psychiatric clinics, the National Institute 
of Mental Health, in co-operation with 
State Mental Health Authorities, initiated 
ogy annual reporting program in 

54. 

For this purpose a psychiatric clinic is 
defined as one with a psychiatrist, in at- 
tendance at regularly scheduled hours, who 
takes the medical responsibility for all 
clinic patients. 

The data collected have been published 
as clinic directories (9, 10), and as reports 
on the number and kind of clinics and 
staff (2, 13), on their community oriented 
activities (11), and on the characteristics of 


their patients and services they receive (5). 
This is the second national 

describing the people who come to clini | 
for help and the services they receive. 
An adult who comes to the clinie about 
his own problem is reported as a patient 
upon his first face-to-face interview with 
a professional staff member; a child is 
reported as a patient upon the first inter- 
view with the child or with his parent or 
parent substitute about the child's diffi- 
culty. 


—— n 


Miss Norman and Mrs. Rosen are statisticians, and 
Dr. Bahn is chief, Outpatient Studies Section, 
Biometrics Branch, National Institute of Mental 
Health, U. S. Public Health Service, Bethesda, Md. 


Staff assistants who participated in the preparation 
of this report were Catherine L. Hench, Warnilla A. 
Cook, B.A. and Ruth E. Clarke, B.S. > 
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The first national report was based on 
data for 40 per cent of the 1,300 clinics 
in 1955-56; this second report summarizes 
information submitted by more than 1,000, 
or almost 80 per cent of the 1,400 clinics 
in the United States in 1959 (12). 

This report is based primarily on tabu- 
lations received on 212,000 patients whose 
services were terminated in 1959, In addi- 
tion to the 1959 summary data, some de- 
tailed analyses are included, based on a 
pecial study covering approximately 80,000 

tients in 32 states for 1957. 

Although both the 1959 and 1957 data 

are not probability samples of all patients, 
it is believed that the data generally de- 
outpatient psychiatric services in the 
country. 
For detailed definitions of terms, the 
reader is referred to the Manual on Record- 
keeping and Statistical Reporting for Men- 
tal Health Clinics (14). 


FINDINGS 
Number, age and sex of patients 


Probably the most significant finding is 
the $2 per cent increase in the number of 
persons receiving outpatient psychiatric 
services. According to national estimates, 
the total number of individuals served 
during the year increased from $79,000 
in 1955, to half a million (502,000) in 1959 
(Table 1). 

Professional man-hours in clinics in- 
creased 41 per cent during the time period. 
The increase in patient load has been 
primarily in the number of adult patients, 
paralleling the increased number of facili- 
ties serving this age group (8). 

From 1955 to 1959, the total number of 
patients served per year per 100,000 popu- 
lation increased from about 234 to 286. 
The current figure for children (persons 
under 18 years of age) is 327; for adults, 


$22 


TABLE 1 


Estimated number of patients under 
care during the year in all outpatient 
psychiatric clinics, by age at í 
admission and by sex, 
United States, 1959 


Estimated number of 
patients (in thousands) 


Age group (years) Total Male Female 
Total 502 305 197 
Total under 18 208 138 70 
Total 18 and over 294 167 127 
Under 5 16 10 6 
5-9 70 48 2 
10-13 64 44 2 
14-17 58 36 z 
18-20 22 12 10 
21-29 70 37 38 
30-44 135 80 55 
45-64 59 34 5 
65 and over 8 4 4 


263. Boys outnumber girls in a ratio of 
two to one and the excess of male patients 
continues among adults with a ratio of one- 
and one-half to one (Figure 1). y 
Patients of preschool ages (children under 
5 years of age) are estimated to be about 80 
per 100,000 population (Table 2). T 
peak (over 500) is estimated in the 14-1 
year age group. The ratio declines to 340 
after school-age and rises again to 380 in 
the middle years. 
For the age group 65 years and ee 
the ratio drops to less than 60 per 100, 
As in 1955, the aged still comprise less ti! 
2 per cent of the outpatient population 
in contrast to their high proportion among 
inpatients (5). 
The hom in number of patients ` 
served by psychiatric clinics also is reflecte® 
in the excess of admissions over termina: 
tions each year for most clinics. 
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> FIGURE 1 3 
Estimated number of patients under care the year in oul 
psychiatric clinics per 100,000 population, United States, 1959 
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In 1959, for every 10 patients admitted, 
less than 9 terminated. As a result, 23 
per cent more were on clinic rolls at the 
end of the year than at the beginning. 
The turnover in patients served during 
the year in the 1,000 reporting clinics is 
indicated below: 


Within this same year 
Terminations 
Carried over at end of year 
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Psychiatric clinic outpatients 
NORMAN, ROSEN AND BAHN 


FIGURE 2—Per cent distribution of patients in each age group with a disorder 
for whom services were terminated, by psychiatric disorder, outpatient 


psychiatric clinics, for each year 1955-1959 


Brain Syndromes Mental Deficiency 
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——— 1956 
— 1957 
—— 1958 
— 1959 


Transient Situational 
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These data reported for the patient on 
termination of service, therefore, have been 
used to estimate for total clinic patients 
served, the number with these disorders per 
100,000 population of each age group 
(Table 2). National tabulations do not 
provide data on diagnosis by sex. 

According to these estimates, brain syn- 
dromes peak at early school-ages (a ratio 
of about 20-30 per 100,000), decline in 
adolescence, and begin to increase again 
for the age group 30-44. 

More nonorganic mental deficiencies than 
brain syndromes are seen during school 
ears (about 50 per 100,000). There is a 
‘marked decline in the number of patients 

» with mental deficiency in the 18-20 age 
group; few adult cases are seen in clinics. 

Psychotic disorders are rare below the 
age of 5, but then increase at a rapid rate 
—the number almost doubles for each 
succeeding 5 year age group—until psy- 
chotics represent 90 per 100,000 population 
in young adulthood. 

Psychoneurotic disorders become numer- 
ous somewhat earlier and reach 24 per 
100,000 at ages 5-9 and nearly 40 at ages 
10-17. Both psychoses and psychoneuroses 
decline after ages 30-44. 

Personality disorders are more frequent 
than psychoneuroses during childhood. The 
peak for personality disorders (about 110 
per 100,000 population) is reached at 14-17 
years. Transient situational personality 
disorders (adjustment reactions) is the 
largest rubric at each age among child 
patients; the decline is marked after school 
years (from 140 to 40). 

Psychophysiologic disorders represent 
only a small proportion of all diagnoses 
(2 per 100,000 for children and 8 for 
adults). The highest ratio, 13 per 100,000, 

is at 30-44 years. Four per cent of child 
patients and 2 per cent of adults are diag- 
nosed as “without mental disorder.” 
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“These mational data, however, exclude 
many cases for whom no psychiatric classi- 
fication was reported—31 per cent of the 
child patients and 17 per cent of the adults. 
Some reasons for the undiagnosed status 
of these patients can be obtained from the 
1957 data. 

For about 45 per cent of the undiagnosed 
child patients, only the parents were seen, 
Another 30 per cent had psychological 
tests only; 15 per cent had application in- 
terviews or other similar brief services that 
did not include diagnosis; and 10 per cent 
had diagnostic services but were not classi- 
fied psychiatrically. 

Most of the undiagnosed adult patients 
received an application interview and were 
either referred elsewhere for service or 
withdrew before diagnostic services were 
completed. 

The psychiatric problems of the undiag- 
nosed child patients might be suggested 
from intensive studies of the clinic popula- 
tion in Maryland where an impression of 
psychiatric classification was obtained 
when a formal diagnosis was not avail- 
able (4, 6). 

Large proportions of the Maryland un- 
diagnosed child patients were mentally 
deficient, had a personality disorder, or an 
adjustment reaction; a smaller number 
were found to have a brain syndrome OF 
to be without mental disorder. 

If these findings were applied to the na- 
tional data, the rates for children with these 
disorders would be raised considerably. 

Tables 3 and 4 show the detailed dis- 
orders of diagnosed patients by sex E 
age as reported in the special study o 
1957. This small sample of the clinic 
population suggests that the primary dif- 
ferences in the disorders by sex are © 
larger proportion of males with personality 
disorders and the larger proportion of te 
males with psychoneurotic disorders. This 
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fast is apparent among children and 
d among adults 
or the adults, the difference is some- 
t exaggerated, however, because of the 
lusion, for the special study, of the large 
Aber of males seen in Veterans Adminis- 
ion clinics. 
cause outpatients of the Veterans 
nistration must have  service-con- 
d disabilities, a large proportion of 
e veterans have psychoneurotic disorders 
J a small proportion personality dis- 


data also point out the importance 
pecific diagnoses within each major 
The principal brain syndromes for 
i , for example, are convulsive dis- 
ders and birth trauma. Alcohol intoxica- 
On syndromes are most often seen after 
fe 25, arteriosclerotic and senile brain dis- 
after 55. 

boys with mental deficiency 20 per 
ent were classified as severe; of girls, 24 
er cent. Young children seen are more 
ely to have severe mental deficiency, 
school children the mild or moderate 


adult patients, paranoid schizo- 
ia is the largest subgroup within the 
psychotic disorders; chronic undifferenti- 
ated schizophrenia is second. 
The principal psychoneurotic disorder 
both children and adults is anxiety re- 
In later life, however, neurotic 
sive reactions become as frequent for 
males and even more frequent for females. 
_The most frequently diagnosed personal- 
ity disorder for both children and women 
; ive aggressive personality while al- 
lism addiction is the pronounced per- 
ty disorder for males after age 25. 
nly 51 cases of drug addiction were re- 
d in this clinic population of 11,000 
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Referral source 

Referral source, reported for about 51,000 
patients in the 1957 special study, provides 
some insight into the way patients come 
to receive clinic service. 

Of this number, 13,000, or one-fourth, 
sought help on their own initiative or at 
the recommendation of friends or rela- 
tives; 26,000 or one-half, were referred for 
service by four specific professional groups 
in the community: schools, courts, welfare 
agencies, and physicians. An additional 
13,000 patients, about half of whom were 
adults, came to the clinics through referral 
from “other sources.” 

Inpatient facilities, other outpatient serv- 
ices and clergy are a few of the sources 
included in this category which could not 
be identified separately because of the lack 
of uniform reporting of this item. 

Based on the available reports, the path- 
way to the clinics seems to be largely a func- 
tion of age (Figure 3). During school ages, 
referrals by schools predominate, account: 
ing for 20-80 per cent of clinic admissions. | 
Welfare referrals are relatively important 
(25 per cent) in preschool ages and during 
late adolescence (20 per cent). 
referrals are relatively important (20 per 
cent) before and after school ages. 

As much as one-third of clinic patients 
between the ages of 20 and 40 years seek 
help on their own or because of their fam- 
ily or friends. Other referral sources ac- 
count for an increasingly larger part of 
clinic admissions for adults, rising 
25 to 50 per cent of all admissions. 

Although data are not available nation- 
ally, findings of the Maryland study show 
that, with advancing age, inpatient facili- 
ties became more important as a 
source. ; 

Other differences emerge. Referrals from 
schools and courts are more important for 
boys than for girls. Physician referrals 
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FIGURE 3 


Per cent distribution of patients for whom services were terminated 
by age, sex, and referral source, 228 clinics, 1957 
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are more important for females. A large 
proportion of the adolescent boys with per- 
sonality disorders are referred by courts, 
and a large proportion of the mentally re- 
tarded are referred by welfare agencies. 
Physicians are the principal referral source 
for patients with brain syndromes, 
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Services 


Clinic service may be classified as treat 
ment or nontreatment. Treatment 1 
cludes individual or group therapy, coun- 
seling, remedial reading, play or occupa- 
tional therapy, and manipulation of en- 


j 
| 


ype and amount of service received by outpatient psyc 
Patients for whom service was terminated, by major age group, 
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TABLE 5 


hiatric clinic 
1959 * 


Under 
18 years 
Service Total of age 
I Type of Service 
mber of patients 213,364 96,369 116,995 
receiving: 
gnosi: and treatment 36.5 2.7 47.9 
gnosis only 39.4 42.9 3.6 
yychologica testing only 8.5 16.1 24 
er services only 155 18.5 13.2 
Interviews 
imber of patients 189,708 96,354 93,49 
ent with: 
20.8 17.8 23.9 
$8.0 $8.6 37.4 
19.1 21.6 16.5 
12.6 12.2 13.0 
7-49 5.3 5.3 5.5 
50 or more 4.1 44 3.8 
lian number of interviews 4 4 ñ 
iber of interviews 1,390,729 750,223 640,506 
er cent with: 
69.3 51.3 90.3 
nt or parent substitute 25.0 48.9 2.8 
Sp 1.9 2 4.0 
8.8 4.6 3.0 


er significant persons 


1 Type of service was reported by 107 
seen, by 718 clinics. iA 


vironment to reduce stress situations. One- 
fourth of the child patients and one-half 
pene adults receive such services (Table 
ome disorders are treated more fre- 
quently than others (Figure 4). Mental de- 
Clencies and brain syndromes other than 
Onvulsive disorders have the lowest treat- 
rates (20 per cent or less for chil- 
fen and 40 per cent or less for adults). 
Teatment rates for all other children’s 


en 


3 clinics; number of interviews, by 1006 clinics; and interviews by 


disorders are 30 per cent or more; for 


adults, 50 per cent or more. 
Nontreated patients are further classified 


Another 16 per cent 
testing for purposes of school placement 
or adoption, while 18 per cent had such 
other services as application or intake in- 
terviews only. In contrast, almost three- 


335 


FIGURE 4 


Per cent of child and adult patients treated and per cent improved after 
treatment, by major psychiatric disorder, 994 clinics, 1959 
EZ ADULTS 
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“of the adults who had not been 
| were diagnosed. 

m from the 1957 study indicate that 
ee of referral does not markedly 
f the type of service received by the 
Patient—the largest proportion of 
fen from cach referral source received 
mostic services. 

in the other hand, adults who were 
ed by self or family or by physicians 
ost likely to receive treatment; those 
d by welfare agencies and courts 
had a diagnostic workup and re 


e amount of clinic service a patient 
fives is represented by the number of 
face professional interviews with 
with such others as family mem- 
agency representatives acting on 
behalf. All such interviews are counted 
ardiess of length or quality. 
Most interviews are with individual pa- 
its or collaterals. Our data suggest, 
ever, some increased use of interviews 
groups. These may be groups of pa 
s, parents, spouses or family groups. 
per cent of interviews in 1959 were 
group sessions, compared with 5 per 
it for clinics reporting in 1956. For 
h on the average—5 persons were 
each group session. 
1959, for both child and adult pa- 
in most areas of the country, a clinic 
of only a few interviews was 
ñon. For as many as one-fifth, the 
lal contact with the clinic was one inter- 
The median for both adults and 
was 4 (Table 5). 
than 10 per cent had long-term 
or more interviews) but these pa- 
Teceived half of all reported inter- 
Findings for 1959 are generally 
` to those for 1956. 
' per cent of interviews with adult 
with the patient himself. The 
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interview counts for children, however, im 
clude almost as many interviews with par 
ents (44 per cent) as with the child patient 
(51 per cent). Interviews with school, med- 
ical, and welfare agency persons on be- 
half of the child represent the remaining 
5 per cent. 

The detailed information on the 1957 
study also provides other interview infor 
mation not available annually, The median 
number of interviews for the 80,000 pa- 
tients in 1957 was 12 for treated patients, 
3 for diagnosed only, and 2 for other 


tal deficiencies and transient situational 
personality disorders (a median of 12-16 
interviews) than with psychotic, psychoneu- 
rotic or personality disorders (a median of 
18 to more than 30 interviews). 

Although adults had half as many inter- 
views as children, the pattern by 
is similar, except for the treated 
For this group, both the adult male and 
female patients had relatively few inter- 
views—a median of only 7 compared with 
30 or more for boys and 20 for girls. This 
may reflect the larger proportion of adult 
psychotics referred to inpatient psychiatric 
services. , 

Clinics are asked to report whether, on 
the basis of the best clinical judgment, there 
was improvement in the treated patient 
at the time of termination, as com 
with the condition at the time of latest ad- 
mission. a 
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TABLE 6 


Median number of interviews for patients for whom services were 
terminated, by major group, sex, type of service, and 
diagnosis, 422 outpatient psychiatric clinics, 1957 


8 


Total 
Type of service and disorder patients 
Total diagnosed and treated 12 
Total with disorder 11 
Brain syndromes a 
Mental deficiencies 10 
Psychotic disorders 8 
Psychophysiologic autonomic 
and visceral disorders 14 
Psychoneurotic disorders 13 
Personality disorders 12 
Transient situational 
personality disorders 14 
Diagnosed only 3 
-Other services only 


‘These data show that the average im- 
„provement rate for treated child patients 
in 1959 was 72 per cent; for adult patients, 
61 per cent (Figure 4). Rates were below 
65 per cent for children with nonconvulsive 
brain syndromes, mental deficiency and psy- 
chotic disorders, and below 56 per cent for 
adults with sclerotic disorders, mental de- 
ficiency, psychoses other than involutional 
and affective reactions, and for addictions. 
Alcoholism addiction had the lowest im- 
provement rate (41 per cent). 


Disposition 


Some explanation of why clinic services 
are brief is obtained from the 1957 data on 
disposition which describe reasons for ter- 
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Median number of interviews 


Under 18 years 18 years and over 
Males Females Males Females 
18 15 8 9 
18 15 s 9 
T5 12 4 5 
12 12 7 7 
30+ 20 7 7 
25 22 9 9 
26 20 10 
20 18 8 11 
16 14 6 8 
4 4 2 2 


mination and the recommendations for ad- 
ditional services in other types of facilities. 

Of 20,000 child patients, one-fourth self- 
terminated (withdrew without clinic ap- 
Proval), nearly half were clinic-terminated 
with referral to other agencies, and one- 
third clinic-terminated without referral 
(Figure 5). 

Nonreferrals include those for whom 
“further care was not indicated; patient or 
family was not ready or additional clinic 
or community services were not available.’ 
Of 16,000 adults who were terminated, as 
Many as two-fifths self-terminated; one 
third was referred to other agencies and 
one-fourth, not referred. 

Most children were referred to such 
nonpsychiatric resources as the welfare 


mcy, school, court, and physician—usu- 
the same facility that had requested 
Juation—although a substantial number 
re referred to inpatient facilities or in- 
tions. 
‘Adults had high rates of referrals to in- 
tient psychiatric services; a considerable 
portion were referred to welfare agen- 
ts and physicians. 
The disposition varies with the stage in 
ie clinic processing (Figure 5). 
Referrals by the clinic are almost twice 
frequent as nonreferrals for cases ending 
diagnosis, psychological testing only, or 
intake, whereas the reverse is true for 
es ending in treatment. Half of the 
alts whose services ended while in treat- 
ent, and half of those whose services 
ded in intake, dropped out. 
Withdrawals also accounted for a high 
roportion of the children leaving at these 
wO stages. Viewed in another way, One- 
ird of the children who withdrew left 
before diagnosis was initiated or completed, 
ne-third after diagnosis but before treat- 
ent, and one-third while in treatment. 
Among adults, these respective proportions 
Were one-fourth, one-fourth and one-half. 
Disposition varies also by diagnosis 
(1 able 7). The highest dropout rate among 
adults is reported for personality disorders 
“68 per cent of those in treatment with- 
w. Over one-third of the psychoneu- 
otic children withdrew compared with 
only 13 per cent of the brain syndromes and 
í per cent of the mentally deficient. 


‘USSION 


[t is not possible to determine with present 
Tesearch tools the need for mental health 
ces in a community, although estimates 
t such need have been made, based on 
ous community studies of mental ill- 
s (7). It is possible to determine with 
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fair precision, however, the number and 
kinds of people who receive such services. 

Such fact-finding is of help in the planning 

and administration of mental health serv- 

ices, and in epidemiology. 

During the last five years, the growth of 
the clinic patient population has exceeded 
the general population growth (33 per cent 
as compared with 8 per cent). This sug- 
gests that the needs of the population for 
mental health services are not yet met. 

The greatest increase in services has been 
for the adult population, while for both 
the very young and the very old these re- 
main limited. In addition, there is still a 
marked decline in services in the early adult 
years (18-20 years). 

Evidently some ages and disorders are 
considered by the clinic to be more suitable 
than others for clinic treatment. Most 
child patients were diagnosed or evaluated 
and referred elsewhere for further services, 
often back to the originating agency. 

Psychoneurotic children, however, ng 
quently were treated and terminated wi 
out referral. Adults with mental deficien- 
cies, brain syndromes, or psychotic disorders 
also are likely to be referred elsewhere after 
diagnosis; if treated, the improvement rates 
are low. Alcoholism addiction has the 
lowest improvement rates among all dis- 
orders. Few cases of drug addiction are 
seen in outpatient clinics. 

A large proportion of both child and 
adult patients received only one interview 

(Table 5). Nearly one half of such children 
were diagnosed or tested and referred to 
other facilities; for the remaining cases, 
the parent or patient either did not main- 
tain contact after the application interview 
or was referred elsewhere. Half of the 
adults with one interview were referred 
to other facilities, while one-third failed 

to return. 
These findings illustrate several points. 
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while the community clinic is a 
tment facility, it also provides many 
er services, among which diagnosis and 
mal are important facets. Data in this 
on the relative emphasis of the vari- 
ces should be of aid in determining 
m a balance of services that meets 
t ty needs has been achieved. 
econdly, the large proportion of pa- 
ts who withdraw from clinic services 
or without notifying the clinic is a 
iter of concern. Investigation of the 
ors contributing to this phenomenon, 
d follow-up studies of those who with- 
w, are indicated. 
Does the withdrawal represent a missed 
portunity for the clinician to modify a 
poor life pattern? Or was the withdrawal 
cation that the patient, perhaps cor- 
considered his problem sufficiently 
ted? What changes in community 
ng procedures or in clinic hours, 
n, policies or practices would reduce 
hdrawal rate? Is the clinic the suit- 
mental health agency for certain types 
tients? 
A number of points related to reporting 
discussion. The data are limited both 
he per cent of the clinic patient popu- 
n included in reports and in data 
ality and uniformity. Improved report- 
will make possible rate studies and 
analyses by geographic area and by 
tate, and will justify comparisons of pa- 
lent services by type of clinic. 
A multiaxis classification of facilities by 
, group served, functions and goals 
ing developed for such purposes- In 
ition, data must be collected on other 
of outpatient mental health services 
th psychiatric and nonpsychiatric 


order to investigate the varied aspects 
nt services, future clinic tabulations 
ational Institute of Mental Health 
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will vary in their focus from year to year, 
depending upon program needs. To assist 
with these tasks and to review and modify, 
where necessary, reporting definitions and 
classifications, a National Advisory Com- 
mittee has been formed. 

Appropriate professional bodies are also 
reviewing the psychiatric nomenclature 
with a view to its improvement, particularly 
in relation to the disorders of children. 

A special effort is being made to obtain 
a psychiatric classification for all clinic pa- 
tients in order to describe the mental health 
problem of all persons seen. 

In addition, consideration is being given 
to reporting selected symptoms including | 
problem drinking, suicidal tendency, and — 
delinquent behavior, to deepen our knowl- 
edge of epidemiology and treatment needs. 
Special studies are underway of socioeco- 
nomic and other patient correlates. ' 

We are not able to “unduplicate” from 
our patient counts those who are seen 
more than one clinic facility during the 
year, although readmissions to the same 
clinic can be determined. 

In Maryland, the 1958 study (6) showed 
that only 6 per cent of the patients returned 
to the same or a different clinic within the | 
year, but multiclinic use may be more fre- 
quent elsewhere. We do not know how 
many individuals are included in counts 
of both outpatients and inpatients during 
a year. 

Is the judgment of patients condition 
at discharge validated by subsequent 
psychiatric history? What are the changes 
in a patient's diagnosis over time? 

To answer these and other questions 
raised earlier in our discussion, the indi- 
vidual must be followed systematically 
through the various inpatient and out- 
patient psychiatric facilities he attends dur- 
ing his psychiatric episodes. For these pur- 
poses, a psychiatric case register has been 
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established in an upstate county in New 
York, in Maryland and several other areas 
in the United States (8). 


SUMMARY 


The number of individuals served in out- 
patient psychiatric clinics in 1959 is esti- 
mated at half a million, an increase of 32 
per cent since 1955. The increase has been 
primarily in the number of adult patients. 

Two-fifths of the patients seen in 1959 
were children, and three-fifths were adults. 
The number of patients per 100,000 popu- 
lation was 286 (327 for children and 263 
for adults). The largest number was at 
14-17 years with a second peak in the mid- 
dle years. Relatively few preschool chil- 
dren and the aged were seen. 

The largest diagnostic category for chil- 
dren was transient situational personality 
disorders (adjustment reactions). For adults, 

ic disorders, psychotic dis- 
š and personality disorders predom- 
inate. 

Schools were the most important referral 
source =-= Tay 5 to 14 years-of-age, 
courts 15 to 19 years of and 
referrals by self, family or friends, for youtle 


Clinic experience usually is brief—the 
median number of interviews is 4 for both 
children and adults. Patients who were 
diagnosed and treated had a median of 12 
interviews; for those diagnosed only, 3 in- 
terviews; and for those receiving other 
services, 2 interviews. 

Thus, the brief average clinic service re- 
flects the fact that for many patients, only 
short-term diagnostic, testing, and referral 
services were requested, the patients with- 
drew before other services could be 
vided, or they were referred elsewhere. 

Treatment is reported for one-half of the 
adults and one-fourth of the children. 
Furthermore, the amount of treatment 


342 


differs by disorder. Treated patients w t 
psychogenic disorders, on the whole, 
ceived more interviews than those who 
mentally retarded or had a brain synd 
One-fourth of the child patients 
withdrawn from clinic services, nearly ¢ 
half were terminated by the clinic with m 
ferral to other agencies, and one-third clinic 
terminated without referral. Among adult 
about two-fifths withdrew, one-third wen 
referred to other agencies, and one-fourt 
terminated without referral. 
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Preparing public health nurses 


x for mental health problems 


Population experts predict that by 1970 

some 200 million people will reside in the 
United States. This, they say, is a con- 
servative estimate. 

Science has aided this population in- 
crease by bringing a greater understanding 
of ways to conquer disease. As longevity of 
our citizens increases so will the demand for 
well-prepared nurses with knowledge in the 
field of mental health. 

As the years go on, more and more people 
will require the services of nurses. By 1970 
we expect to have 700,000 nurses, a ratio of 
350 per 100,000 population, a 60 per cent 
increase over the current figure. 


Mrs. Schulz, now a graduate student at Indiana 
University, Bloomington, Ind., was formerly assistant 
professor of public health nursing at the University 
of California at Los Angeles, 

Miss Brown, now an instructor in nursing at Los 
Angeles City College, was formerly instructor in 
psychiatric nursing at UCLA. 
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With this increase there will be a need 
for those nurses who are highly skilled and 
professionally educated to guide the larger 
number of less well-prepared nurses. Edu- 
cators in collegiate programs of nursing 
have taken this situation in their stride 
and are showing positive action in meeting 
4 

We feel that professional nurses must 
be trained as skilled practitioners in guid- 
ing the family in good mental hygiene. As 
the stress of life increases, family ability 
to deal with family problems will also 
increase, j 

Nursing is a service profession; hence, in 
giving service, we must consider the health 
needs of the people. The public health 
nurse is in a position to guide families with 
mental health problems, to support them 
emotionally and make referrals when desir- 
able. 

She must have some understanding of 


the meaning of human behavior, for she is 
concerned with responding therapeutically 
to patient and family behavior and to the 
immediate interaction in the home. She 
also needs an ability to recognize and col- 
lect sufficient data to be given to other 
members of the health team for considera- 
tion in evaluating the total picture of the 
patient and his family. 

Is this nurse being prepared to carry out 
such an activity? Can she participate ap- 
propriately as a public health team mem- 
ber in the community and give the team 
significant behavior patterns and presenta- 
tion of this data which will ultimately help 
the patient and his family in living a fuller 
life? 

Studies show that about one in every ten 
persons, or 17 million people, have some 
form of mental disorder requiring treat- 
ment, while the number of unknown cases 
in the community which go unrecognized 
cannot be estimated. 

At least 50 per cent of the physical ail- 
ments in general hospitals have psychiatric 
complications of some variety. Beyond this 
there is a great need to function in the area 
of preventive mental health. The public 
health nurse is able to make her greatest 
contribution in this area. 

The nurse is now being taught to look 
at a family situation broadly, to consult 
With others, to evaluate the situation after 
collecting facts, to make referrals when a 
Problem area is recognized, and to identify 
a situations that precede problems in 
amily living. 
sa the primary responsibilities of 
aM Š Ic health nurse are those concerned 
oa aig individual families in as 
" ee eir current health state and aiding 
ie tha participating in community activ- 

t relate to positive health practice. 
Pe psofesional workers and members 
ealth team will benefit from the 
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nurse's participation and contribution, for 
she is now being prepared to recognize the 
mental health problem areas in family liv- 
ing that lead to mental illness and to give 
supportive care to crisis situations in family 
living. 

This concept of the team approach to 
public health practice has been in evidence 
for many years. As the team has developed, 
the public health nurse has continued to be 
a participating member who is, in many 
instances, the first person to contact the 
family in crisis situations. 

One of the pressing problems in the field 
of mental health is early recognition of 
mental problems, supportive care and/or 
referral, as indicated following an analysis 
by some member of the team. 

In recognition of this need for early aid 
to families in preventive mental health, an 
experiment in nursing education was made 
jointly by psychiatric nursing and public 
health nursing faculty members. Weekly 
conferences—with both psychiatric and 
public health faculty members present— 
were held for the students having field 
experience in a public health agency. 
These conferences utilized the multidisci- 
pline approach. 

Families currently being visited by the 
students were discussed, with members of 
the agency staff sitting in to amplify per- 
tinent material. 

Résumés written by the students of some 
of the families reviewed in these confer- 
ences—with the mental health concepts 
which were identified—are as follows: 


CASE 1 
The W. Family, newborn supervision 
Description of the family: 
Mr. W.—assistant foreman at aircraft company, 
night shift 
Mrs. W.—35-year-old housewife 
Larry—age 15; high school 
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Janice—age 13; attends afternoon session of 
school 

Jean—age 9; attends afternoon session of 
school 

Wayne—age 3. 

Mary Jane—age 2 months (health supervision 
of newborn was initial reason for visit from 
public health nurse). 


Basis of problems presented during visits. 
Family encountered many changes in short period 
of time: 


Moved from small compact urban area to a more 
rural area. 

Children in different half-day sessions of school. 

Mr. W. changed from working days to working 
nights. 

New infant. 


Mrs. W. as seen during home visits: 


Very talkative. Stated she has no time to make 
friends with new baby to care for; difficulty in 
keeping children quiet while husband sleeps; cook- 
ing meals at various hours for different members 
of family; driving children to school, etc. Does 
not ask family for assistance in housework. Ap- 
peared anxious to discuss personal problems rather 
than new baby. First indicated no help needed 
with supervision of her baby—stating rash, feeding 
difficulties, mild diarrhea, etc, would “work out 
all right in time.” 

After discussion, she did follow nurses’ sugges- 
tions for nutritional changes. Nurse also encour- 
raged her to take baby to clinic for health supervi- 
sion, and offered a baby book (pamphlet on child 
care) which Mrs. W. seemed to appreciate, stating 
“you know you forget a lot from child to child.” 

In brief, Mrs. W. seemed to be a lonely woman 
who had not yet found close friends with whom to 
share small problems. She seemed to achieve a sense 
of importance in family through responsibilities of 
home and children. Hesitant to ask for help with 
baby since she had had four others (seemed to feel 
she was expected to know more). 


Picture of family after few visits: 


Mrs. W. worked out schedule so she has more 
time to rest. She has met neighbors; they take 
turns baby-sitting and driving children to school. 

Children assigned some responsibility of part of 
the housework; the older take the two youngest chil- 
dren to well-baby clinic at health department. 

These visits showed how a public health nurse 
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can help a mother and family with minor problems, 
giving support and guidance which can be viewed 
as preventive mental health. Careful listening and 
guiding of the conversation on specific problems 
can be an aid in helping the family identify posi- 
tive plans for resolving their problems. 


CASE 2 


Family J., a newborn supervision 


Mrs. J., a twenty-eight-year-old woman with a 
four-month-old baby was visited in the home for 
health supervision of her baby, a normal well- 
developed little girl. 

On my first visit, following a brief discussion 
of the baby and of her own health status, she 
unfolded a very frank account of her turbid family 
situation. Her husband, an engineer, had been 
undergoing psychotherapy for about six years, be- 
ginning five years before their marriage. 

She described his problem as being manifest in 
his “lack of human characteristics—he is unkind, 
not understanding, and lacks even a small amount 
of consideration.” His conflict with his own par- 
ents apparently precipitated the need for therapy 
which continued one hour a week on a private- 
patient basis. 

Mrs. J. explained that her husband expected her 
to “leave the baby with someone and go out and 
find a teaching job to fulfill her family respons 
bility.” She is qualified to do this but felt the 
baby needed her mother, particularly during her 
early months; she also felt that her husband was 
“completely unreasonable” in expecting her to 8° 
to work. This request was said to have been the 
“therapist’s idea,” and Mrs. J. had little faith in 
him as he had not offered her any other suggestions 
in helping her husband. 

The chief mental health concept was an apparent 
need for Mrs. J. to have an understanding listener, 
since other nurses had spoken of her as “the one 
who talks so much.” I felt that she derived a cer- 
tain amount of benefit from her catharsis. Ás ê 
student having learning experiences, I m m 
pressed for emergencies and numbers of visits pe 
day and could spend more time with her than 
could the busy staff nurses. 

As our conversations became more d ah 
was careful to note things she was relating whit 
would be better left unsaid if she were bo 
feelings of guilt. She apparently felt alone in ‘ae 
sense of responsibility toward her baby; in 2 


detailed, 1 


| 


— 


° felt that her husband and his therapist 
Ë “making her miserable.” 

haps she was feeling resentment toward the 
pist for taking over her role as the one who 
d comfort her husband and listen to his prob- 
. Having the services of a professional nurse 
ed to have elevated her sense of prestige, 
ed much-needed catharsis and supported her 
Onality strength. 

As she shared recipes and household hints with 
sense of prestige and of building self-esteem 
Kame apparent because of her ability to offer 
Stance to me, a professional person. 

We continued to discuss topics unrelated to her 
hily situation, for I felt it was beneficial to center 
‘thinking away from herself and her problems. I 
Sable to move from an overidentification to a 
fe objective analysis of Mrs. J’s problems and 
Ë enabled me to aid her in long-range plans. 


The S. Family, a prenatal case 


Mrs. S. is a twenty-three-year-old primipara who 
ern by the public health nurse three times 
bre the birth of her daughter and once after- 


family milieu consists of her father, a large, 
dsome, forty-five to fifty-year-old man; her 
er, of the same age, greatly disabled by Parkin- 
disease, having developed the symptoms five 
HS ago; her twenty-year-old sister, Sue, who states 
Í know all about babies . . . did babysitting for 
” and who has a club tattoo on her thigh; her 
een-year-old brother, Tony, whose garb depicts 
age “hood” with long hair, a fondness for 
ig” records and a certain pride in losing his 
for numerous “dragging” tickets. 

S's twenty-five-year-old husband is in prison, 
§ a three-year term for taking and selling 
— Mrs. S., convicted of marijuana addic- 
hy is on parole to her own family for five years. 
S recently recovered from infectious hepatitis. 
>ughout her illness and part of her pregnancy, 
Wand her husband were not allowed to corre- 
During this time, he attacked a social 
and was taken to a maximum security 


mental health concepts used in this case 


importance of being accepting, nonjudg- 
tal, and matter-of-fact with Mrs. S. and her 
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family, no matter what the information given 
may be; 


The necessity of including the whole family when 
making the prenatal visit; 


Status needs of other family members. 


Recognizing Tony's need for attention when 
he played his rock and roll records so loudly; 
noting Sue's interest in the coming baby; and her 
insistence and demonstration that she “knew all 
about babies;” realizing Mrs. S's mother felt useless 
and saying to Mrs. S., “Yes, since your mother had 
three children she can tell you what this felt like 
to her... .” Mrs. S's mother refused to allow 
visitors to see her, but did join the group when she 
was told a nurse was visiting. Helping Mrs. S's 
mother join the group by eliciting her previous ex- 
perience in answering her daughter's questions, 
etc. 

The importance of helping Mrs. S. know what 
she should write to her husband so that his pri- 
son stay will not be extended by his trying to 
escape, so that he can be included in the coming 
event and thus know that she loves him. 

The recognition of the interdependence among 
the three siblings and their admiration for Mrs. 
S's husband and noting their mutual support 
for each other's antisocial behavior; because of 
these strong ties (and ties possibly with the peer 
“gang”) a change in one sibling would affect 
the others. 

The knowledge that pregnant women tend to 
become more reality conscious and Mrs. S's ac- 
ceptance of her real situation, pregnancy, might 
be a very positive beginning in her rehabilita- 
tion; narcotics are frequently used to escape the 
real world, and addicts prefer this unreality 
through drugs (perhaps superficially), and ex- 
hibit inability to cope with real world. 

Aiding Mrs. S. in making plans for the coming 
baby, including her family in making them, and 
in sharing the experience with her husband 
through letters. Conveying that one can be “in 
the know” or can understand the secret “beatnik” 
language and still be a contributing member of 
society. $ 

The use of anticipatory guidance relative to 
labor and delivery, the hospital procedures and 
regulations to stimulate learning (anticipation is 
learning in a sense), appropriate responses, when 
in the situation, to relieve fear of the unknown, 
and to promote the following generalization: this 
nurse has been helpful and understanding, 50 
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will the nurses and doctors in the hospital be 
helpful and understanding. 

The importance of commending efforts ex- 
hibited by Mrs. S. and her brother and sister 
in their attempts to adjust to the society they 
have previously rejected—support Mrs. S’s trust 
in her parole officer, her plans to attend the 
state rehabilitation clinic for narcotic addicts, 
her awareness of when she needs help and assure 
her that professional people are available and 
interested, support her desire to create a “good” 
life for this child, find ways of conveying that 
all people need help at some time in their lives. 


CASE 4 


The D. Family, preoperative guidance 


This middle-class, white family was visited four 
times in the three months prior to the time David, 
age three, was scheduled for cardiac surgery to 
repair a Tetralogy of Fallot congenital defect. 

The parents are twenty-eight-years-old, and the 
children’s ages are four, three, two and eleven 
months. David is the only boy. He is about a 
year retarded in physical development and has so- 
cial and speaking difficulties, Has had congestive 
heart failure twice. Family has invested much of 
their money in his medical care, but their insur- 
ance will pay for this surgery. 

Mr. D. is a policeman and part-time commer- 
cial artist. Mrs. D. has not worked since her 
marriage four years ago. 

Purpose of visit was to assist the family to meet 
the stress of David’s surgery and possible death; 
to assess the physical and emotional health of the 
whole family. 

The concepts used in working with this family 
were: 


The importance of informing the family who 
I was and why I was interested in them. The 
possibility of some people being more receptive 
to outside professional support under stress, i.e., 
their defenses may be lowered. 

The importance of seeing the whole family 
together, and later of visiting the mother alone, 
since she indicated a need for discussion without 
her husband or children present. 

The importance of talking and listening to 
the mother when she is most comfortable; namely, 
when she was doing her housework. Remember- 
ing that studies indicate middle-class families 
tend to become more cohesive during crises, 
whereas lower class families may disintegrate. 
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The understanding that under stress condi- 
tions, old, unresolved conflicts may merge into 
consciousness—the mother needed to discuss her 
relationship to her own mother and father, her 
husband and his parents before she could dis- 
cuss David. Rapport and understanding were 
almost totally lacking with her own parents, A 
crisis was fast arising in her relationship with 
her husband because of his dependency and 
reliance upon his mother in place of his wife 
for discussion and decisions relating to his own 
family. A negative outcome of David’s surgery 
would certainly mean the family would be di- 
vided legally. 

The necessity for extending interest in each 
family member and the family living; ie, Mr. 
D. shows talent in his art work; showing my 
interest in this conveyed my interest in him as 
well as in his wife and the children. The recog- 
nition that people have their own ways of deal- 
ing with stress, and new ways should be sug- 
gested judiciously, i.e. suggesting less work and 
more rest for the mother. 

The importance of beginning where the pat 
ents were, starting with what they knew and 
what they wanted to know. The recognition of 
the parents’ need to know about the growth 
and development of children, especially about 
this topic, a three-year-old boy, and the need to 
give as much information about this topic as 
they could learn and understand. 

The knowledge that most persons have healthy 
components of their personalities which may be 
stimulated for use during crises. 

The value of generalizing this family’s problem 
to the problem all parents have when a child 
has to have surgery. 

The recognition that busy mothers often pro- 
vide nutritional meals for their families but do 
not eat well themselves; this has resulted in Mrs. 
D's losing weight (which also resulted from the 
stress of the situation). 

The importance of restating things the E 
told me, and of letting her restate so that 
knew what she has heard and possibly understood. 

The knowledge that young children, separat š 
from their mother, repeatedly may develop on 
insecurity and retardation in socialization, E 
the importance of explaining this to the paren 
(David has been hospitalized frequently). 

The importance of anticipatory guidanc se 
tive to David’s probable regression during E 
pitalization, his increased need for the mo 
in a new and frightening situation, his lack 


e rela- 


time consciousness and the resulting need to pre- 
pare him to enter the hospital should be under- 
taken one week or a few days prior to the actual 
day. 

The necessity of explaining to the other chil- 
dren where David is going and why, in simple 
terms; the possibility of their feeling “left out” 
if David gets all the family attention. 

The possibility of reducing some of David's 
fear of nurses by his seeing one in street clothes, 
visiting in the home, not giving him injections, 
etc, 

The importance of finding out what their doc- 
tor has told them, how they trust their doctor, 
and supporting their confidence in him. 


CASE 5 


The M. Family, communicable 
disease supervision 


Was first visited following a report from the 
county hospital that Mrs. M. had infectious hepa- 
titis. Although the visit revealed Mrs. M. did not 
have the disease, future visits were made to assist 
the family through the crisis they were facing at 
that time. The four members of the household 
Were: Mrs. M. age forty (in county hospital with 
cirrhosis of the liver); Mr. M., age fifty-two, their 
son, J., age nineteen, and their daughter B., age 
seven. During my visits the only member of the 
family I had contacted was Mr. M. 

Purpose of first visit was to explain to Mr. M. 
the health department’s interest in securing im- 
munizations for the family members who were 
exposed to infectious hepatitis. The diagnosis had 
been changed to cirrhosis of the liver, and his 
wife was in critical condition. 

Mr. M. was upset during most of the visit and 
had several crying outbreaks while talking about 
his wife. Stated he was very depressed and emo- 
tionally disturbed. Was employed but stated he 
did not feel up to working at this time. Also dis- 
cussed concern about children; his daughter was 
Staying with aunt so he seldom saw her, son went 
to school and worked after school. 

Most of this visit was spent as a listener and 
Offering support to him in his ability to organize 
Sh family—a major stress in any family may be 
4 disorganizing element. Stated he felt he was no 
good to himself or his family in a time when they 
Needed him most. 

Seng Was made to strengthen his sense of 
by indicating that his plan for adequate 
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care for the daughter and keeping the home open 
for the son seemed well-thought-out, 

The next visit was just two days later, since 
Mr. M. could use much support at this time. Re- 
sources for financial assistance were given. He was 
not so depressed now, for his wife was showing 
some progress. Was making plans at this time to 
move to a less expensive house, 

We again discussed the entire family and how 
each was doing during this period. This discus- 
sion appeared to help Mr. M. clarify for himself 
some of the possible avenues he could take in 
getting his family together again. During this 
visit he expressed how glad he was that there were 
community agencies (health department, etc.) that 
were interested in his family’s welfare—this again 
seemed to strengthen his own feelings that he really 
was important and that there was someone who 
cared what happened to him. 

As a member of a religious faith he had much 
in the way of material aid during periods of mis- 
fortune for his family. 

Repeated home visits indicated a continuation 
of his previous pattern of staying at home, refus- 
ing to do anything but reflect on his troubles. 

Several weeks later, Mr. M. sent word he was 
moving to his new house. At that time he appeared 
to be a new person; he was no longer depressed 
and he spoke with an enthusiasm that he had never 
expressed before. His wife had improved a great 
deal and was expected home within a month. He 
proudly showed me how he had redecorated the 
house and seemed nonverbally to say: “See, now 
I am getting back on my feet again.” 

He had contacted some of the resources I had 
suggested and was in the process of getting a job 
as a result of the help he received from the agen- 
cies. His daughter was to move home within a 
week so the family would soon be reunited. 


SUMMARY 


Staff personnel from the agency who were 
well-acquainted with the families being 
discussed participated in our conferences 
and were helpful in judging where the 
students had made positive contributions. 
The continuing supervision of these fam- 
ilies by staff public health nurses was fur- 
ther promoted by information gained by 
the students and their discussions of the 
families. 
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A general consensus was that the con- 
ferences with staff and student, under the 
guidance of the public health nursing and 
psychiatric nursing faculty, were very valu- 
able in advancing the learning of the staff; 
there was also general agreement that the 
family would receive improved service. 

Indications of the values of these student 
conferences were confirmed through such 
staff comments as: “To think that in all 
my rush and hurry of getting this little 
boy ready for his heart surgery, I had not 
seen the family tension that might result 
in an emotional tension or breakdown in 
the mother, and in communications of her 
tensions and fears to the child.” (Case 4) 
“I surely will never say again: ‘Oh, this 
was just a routine case,’ when I realize how 
much some of these mothers who are 
handling their children well still need re- 
assurance and confirmation or approval for 
their work, as well as the need to discuss 
their activities with a professional per- 
son.” (Case 2) 

“Helping people live with their own pro- 
blems and be happy within their own situ- 
ation surely is a big job for the public 
health nurse in preventing mental and 
emotional breakdowns.” (Case 1) 

“Having students who are able to make 
numerous visits to a family because they 
are not carrying a large case load has cer- 
tainly proved to me that we need to screen 
our families and give more intensive care 
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to a few people rather than trying to spread 
our services so thin.” 

Comments from the students were to the 
effect that after their public health experi- 
ences they were most anxious to get back 
into a hospital situation to get another look 
at this patient in the light of their most 
recent experience in the home. All through 
their nursing courses, the concept that the 
patient in the hospital was a member of 
the family had been taught them and now 
they had the opportunity to see people in 
homes through the family nursing program. 
But they had not previously experienced 
the thrill of being the professional person, 
the one to help a family, to actually guide 
their health destiny in such a positive man- 
ner that good mental health might be 
practiced. 

For hospital administrators who are look- 
ing for better-prepared nurses to give whole- 
some care at the bedside and expert 
guidance to other personnel, we hold great 
promise for those nurses who are being 
graduated from the collegiate program in 
nursing. 

When someone says that these girls do 
nothing other than prepare for public 
health service, don’t become too critical. 
Many of these girls still feel that they re 
ceive the most satisfaction from working 
at the bedside of the patient when they 
can visualize him in his home, sitting with 
his family. 


RICHARD R. CAMERON, M.D. 
COL. FERNANDO G. TORGERSON, Pu.D. 


Cultural considerations in 
the teaching of American 
psychiatry to the Chinese 


culture have any noticeable influence 

: 1 the Classical symptoms associated with 
ntal illness? Are the concepts relating 

n understanding of mental illness 
aval) applicable to any culture? Are 
Principles of diagnosis and treatment 
useful in one culture as another? Are 
ics or causes of mental illness 
ally the same, regardless of culture? 
and many other questions were 
ed by members of a United States 
Medical Mobile Training Team 
@ to teach a course in neuropsychia- 
Procedures to selected medical officers, 
ss, and political officers of the National- 
hese Army on the island of Formosa 


team was to be of maximum value, 
bers had to consider the stress- 
Ë conditions under which the 


Chinese soldiers on Taiwan live and train, 
in relation to their total cultural back- 
ground and value system. Since none of 
the members of the team was familiar with 
Chinese culture, by way of preparation the 
authors attempted to learn as much about 
traditional and current Chinese culture as 
time and resources permitted. In this, 
China: an Area Manual, was most valu- 
able.* 


— Cc 
Col. Cameron, Medical Corps, U. S. Army (Retired), 
is now engaged in private practice in psychiatry in 
Cedar Rapids, lowa. 

Lt. Col. Torgerson, Medical Service Corps, U. S. 
Army, is a social service consultant, Office of the 
Surgeon General, Department of the Army, Wash- 
ington, D. C. 


1 Rowe, David Nelson, et al, China: An Area 
Manual, Vol. II (Baltimore: The Johns Hopkins 
University Press, 1953). 
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APPLICATION OF WESTERN 
PSYCHIATRY TO THE 

CHINESE CULTURE 

In addition, it was important for the team 
to consider how the individual soldier, 
drawn from this culture, would react to 
such situational stresses as being cut off 
from his home and family for eight years, 
being denied the most normal satisfactions 
of living, and being obliged to live under 
conditions of the greatest austerity. 

Would the lessons learned by United 
States Army neuropsychiatrists be appli- 
cable? Would these Chinese Nationalist 
soldiers develop emotional reactions similar 
or different from those commonly found 
among United States soldiers exposed to 
similar stress? 

Would dynamic psychiatric formulations 
be equally applicable to the Chinese 
soldier and to the American soldier? Could 
we expect to find the same diagnostic 
entities? Would the symptoms be different 
or the same? Would the dynamics be the 
same? 


REVIEW OF THE LITERATURE 


Fortunately for the team, these questions 
had been considered by others. Dr. P. M. 
Yap, a Chinese psychiatrist practicing in 
Hong Kong, had made an extensive inquiry 


ee 
2 Yap, P. M., “Mental Diseases Peculiar to Certain 
Cultures,” Journal of Mental Science, 97(April, 
1951), 313-27. 
š Spiro, Melford E., “A Psychotic Personality in the 
South Seas,” Psychiatry, 13(May, 1950), 189-209. 
4Hsu, F. L. K., “Suppression versus Repression,” 
Psychiatry, 12(August, 1949), 223-42. 
s LaBarre, Weston, “Some Observations on Char- 
acter Structure in the Orient,” Psychiatry, 9( August, 
1946), 375-95, esp. p. 381. 
6 LaBarre, op. cit., p. 3. : 
7 Kluckhohn, Clyde, “Culture and Behavior,” in 
Lindsey, Gardner, ed., Handbook of Social Psychol- 
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into the subject.? Basic symptomatology 
of the major syndromes are the same, he 
concluded, although differences in super- 
ficial details may occur from culture to 
culture. 

Spiro,* who has done work in this area, 
maintains that the incidence of certain 
mental diseases differs widely from culture 
to culture. 

Another interesting theory postulated to 
explain certain culturally determined 
aspects of personality is developed by 
F. L. K. Hsu.* Contrasting two Eastern 
cultures (Chinese and Japanese) with two 
Western cultures (German and American) 
he argues that Japan and China represent 
cultures in which suppression, in the com- 
mon, everyday sense of the word, is the more 
important mechanism in the socialization i 
of the individual, while in Germany and 
the United States repression, in the Freud- 
ian sense, is the more important mechanism 
in socialization of the individual. In 
America, discipline stems from internalized 
controls. In China, discipline results more 
from forces external to the individual. 

In an engaging article on the Chinese 
character structure, in which he admits to 
feeling free “to make the occasional anec 
dotal approximations and impressions of 
Chinese psychosexuality” 5 because of the 
paucity of material on comparative psychi- 
atry of the Chinese, Weston LaBarre de 
veloped this generalization: 

“On the whole, a summary picture of the chat 

acter structure of the average Chinese would be 

that they lack any strong visceral disciplines, such 


as are so insistent and strong in the Protestant 
ethic.” 6 


Based on the review of the literature on 
culture and behavior up to that time, Clyde 
Kluckhohn arrived at a number of pè- 
tinent conclusions: 


1. “There can be no doubt that some symptoms of 
mental disorder are culturally influenced."" — 


omewhat less positive statements must be 
made about the etiology (as opposed to symp- 
tom picture) of mental illness.” 8 

Certainly the incidence of certain types of 
psychosis or psychosomatic ailments has varied 
markedly in populations where there is no 
evidence of accompanying changes in the ge 
petic composition of these populations.” ° 

4 “A conservative interpretation of the evidence 
available today would be that culture surely 
influences or indeed determines some of the 
manifestations of both neuroses and psychoses 
and can trigger the precipitation of genetically 
s determined predispositions. But the Scotch 
verdict of ‘not proven’ must be returned when 
"it comes to fundamental causation. This does 
not mean that culture is irrelevant to the prob- 
lem of mental health.” 1° 


These materials and one week of orienta- 
ion provided by Colonel Hsi Kung Liu” 


i Taiwan prior to the start of instruction 
ed the authors to proceed under the 
mtative assumption that, basically, people 
ire the same the world over. However, 
from the beginning, this was a tentative as- 
umption pending confirmation through, 
Mmpirical findings based on clinical ex- 


perience with Chinese Army patients. 


TEACHING PROGRAM 


Saree programs of instruction were estab- 
lished; psychiatry, nursing, and social work. 
The psychiatry program was designed to 
Provide selected medical officers from the 
Chinese Army with a basic knowledge of 
human growth and development, a knowl- 
edge of neuropsychiatric disease entities 
logether with their dynamics, and an un- 
erstanding of the principles of study, 
gnosis and management of the neuro- 
chiatric patient. The other program 
e equally interesting, will not be 
Mscussed, 

: phe clinical or applicatory phase of the 
training of the medical officer provided the 
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clinical evidence upon which to draw con- 
clusions as to the validity of the assump- 
tion that “Western” psychiatric procedures 
were applicable to patients from an Eastern 
or Oriental culture. 

The students were required to work with 
psychiatric patients and prepare clinical 
reports which were presented in case con- 
ferences. These clinical reports included a 
statement of the reasons for admissions to 
the hospital, the patients behavior and 
symptoms at time of admission, clinical 
observations during hospitalization, and 
a careful and complete social history and 
a tentative diagnosis. 

Following the report, the patient was 
examined by Colonel Cameron. This 
material was then evaluated in the light 
of current psychiatric practice in the United 
States and a diagnostic formulation was 


prepared. 


(Cambridge, Mass.: Addison-Wesley Publishing 
Co., 1954), 921-68, esp. P. 946. 
s Ibid., p. 946. 

9 Ibid., p. 916. 

10 Ibid., p. 947. 

11 Colonel Hsi Kung Liu, MC, Chinese Air Force, 
was liaison officer between the 

d The Surgeon General, Chinese, 
i . In 1956 he was 
graduated from the Military Psychiatry and Neurol- 
ogy Course conducted at the Army Medical Service 
School, Fort Sam Houston, Tex. 


12 This does not represent a random sample upon 
The group 


which to generalize 
included patients rangin | 
Their educational level varied from six years to 
graduation from professional schools. Religious 

ions included Christian, Buddhist and Poly- 
theism (Confucism, Taoism and Animism). Nearly 
all the provinces of China were represented. 
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ences, none of them presented any substan- 
tial diagnostic problem; no significant 
differences in symptomatology were evident. 
The standard diagnostic nomenclature used 
in the United States was as applicable for 
these patients as for U. S. Army patients. 
The histories revealed that the dynamics 
usually associated with specific diagnostic 
entities were so similar as to not constitute 
a significant difference. In fact, by employ- 
ing only the history, it was possible to 
formulate a fairly accurate diagnosis as well 
as the dynamics of the patient's symptoms 
without the benefit of either admission and 
hospitalization data or clinical examina- 


TABLE 1 


Diagnostic summary of patients seen 
in case conferences 


Emotional instability reaction 16 
Passive dependency reaction 12 
Schizophrenia, paranoid 10 
Paranoid personality 

Passive aggressive reaction 
Arteriosclerosis 

Paranoid state 

Inadequate personality 

Conversion reaction 

Paranoid psychosis 

Obsessive personality 

Anxiety reaction 

Schizo-A ffective reaction 

Acute situational maladjustment 
Manic depressive reaction 
Psychosis, N. E. C. 

Schizo-A ffective psychosis with mild 


— Se ee m ea N F) N B 5 G 


paranoid coloring 1 
Schizoid personality with mild passive 
aggressive and paranoid features 1 
Obsessive-Compulsive reaction with 
depression and mild paranoid ideation 1 
Total 63 
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tion of the patient, the latter providing a 
check. 

Of course, it must be recognized that 
the social history prepared by the Chinese 
students provided the cultural context 
which a routine clinical examination 
would not. In other words, the meaning 
of the symptoms could be interpreted 
within their cultural context, an important 
consideration. 

The content of delusions and hallucina- 
tions which were different because of 
cultural experience could be interpreted 
within the Chinese value system. This is 
a cultural {consideration in all symptom- 
atology since the significance of specific 
content of delusions can only be accurately 
evaluated in relation to its meaning within 
an individual’s cultural experience. 

The differences noted in the sample were 
those associated with incidence of certain 
diagnostic categories (see Table 1), and 
the precipitating circumstances of the ill- 
ness. Even though the sample was rela- 
tively small, the differences in certain 
diagnostic categories from what is found 
in a similar population in a United States 
Army Hospital or seen at intake in a 
Mental Hygiene Consultation Service was 
so marked that it appeared to be a signifi- 
cant difference, 

The differences in precipitating circum- 
stances, while not of critical significance 
in the understanding of underlying psycho- 
pathology and etiology of the illness, do 
present interesting differences, from a 
cultural viewpoint. The remainder of 
this paper is devoted to a discussion of the 
observed similarities and differences within 
the context of the Chinese culture. 


INTERPRETATION OF SIMILARITIES 
AND DIFFERENCES 


The dynamic or transitional nature and 
the complexity of the Chinese culture make 


A 


explanations of phenomenon based on 
culture a hazardous venture. 

This attempt to explain the differences 
in incidence of the various psychopath- 
ologies and the precipitating circumstances 
observed by the Medical Mobile Training 
Team, from what one typically finds on a 
psychiatric service of a United States Army 
General Hospital, is made with full cogni- 
zance of the risk of error involved.15 

The precipitating incident or circum- 
stance involved in a psychiatric breakdown 
was not identical with that found among 
United States Army troops, but the dy- 
namics of the underlying predisposition 
was not significantly different. The 
precipitating circumstances reflected cul- 
tural differences growing out of arti- 
facts unique to the social situation or 
conditions. 

For example, a high-ranking commander 
developed a transient disassociative reac- 
tion when his deputy exercised a degree of 
independent action with the staff, which 
reflected unfavorably on the commander 
in that it caused him to lose face. He was 
unable to handle the situation. Because 
the courses of action open to him were 
circumscribed by the Chinese culture and 
his own personality, the commander had 
to react in what we would consider an 
exaggerated or pathological manner. He 
either had to act forcibly and im- 
mediately or lose face. 

His basic personality, the underlying 
predisposition, was such as to make force- 
ful, direct and immediate action an impos- 
sibility for him. To lose face was an equally 
untenable eventuality because of the cul- 
tural value system. His personality as well 
as the circumstances in this case operated 
to divest this officer of the culturally deter- 
mined, institutionalized ways of handling 
stress and anxiety. 


The circumstances demanded direct, 
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absolute action. He could not rely on a 
middle man; compromise and mutual 
adjustment was denied him. There was 
no indirect way of handling the problem. 
Taking the long view was no balm either. 
Personal prestige, so important to the 
Chinese, was at stake. 

He chose the only culturally acceptable 
way out—developing a severe headache 
followed by a disassociative reaction. The 
precipitating circumstances clearly show 
the impact of culture on mental break- 
down. However, the important psychiatric 
feature in this case was the underlying per- 
sonality structure. Basically, he was a pas- 
sive, dependent person who, by dint of hard 
work, had advanced to a position of great 
responsibility but on the road up he had 
always, except for a brief period of one 
month, been a “number two” man—in 
which capacity he functioned well. 

An offcer from our culture with a 
similar personality structure would perhaps 
be no more able to carry independent 
responsibilities than was this officer. He 
would be a good staff officer, but he would be 
unable to exercise independent command. 

Still, it is highly unlikely that an officer 
from our culture would develop a disassoci- 
ative reaction under these circumstances 
because our culture permits a number of 
socially acceptable escape routes, ranging 
from ignoring the incident to arranging 
for the subordinate officer's transfer. A 
similar incident does not have the same 
meaning in our culture. It is not the super- 
ficial differences per se between cultures 
which are so important, but rather under- 
standing of the meaning of cultural nuances 


Sheer ha a a nee 
18 A substantial part of the cultural data upon 
which these formulations are based is taken from 
a series of lectures given by David Nelson Rowe, 
The Asia Foundation, at Taipei, Taiwan, in April, 
1956. 
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to the individual—those nuances which 
maintain the stability of the culture. 

The developmental history of this officer 
revealed that he came from a home where 
affection was contingent upon “good” 
performance. His parents were ambitious, 
striving people who expected the same 
from their children, but they were not 
overtly punitive or rejecting if the patient 
produced. 

He left home early for military school 
and later invested himself heavily in the 
Army where hard work was rewarded by 
approval from his seniors. But he was 
unable to express hostility so he avoided 
situations where he might be attacked and 
required to express hostility openly. When 
his defense of over-conformity failed him, 
he was placed in an intolerable position. 
Patients with similar developmental 
histories or personality structure are not 
uncommon in the United States. 

(It is interesting to speculate as to 
whether this officer might be consid- 
ered a cultural anomaly. Traditionally, 
the eldest son of a Chinese family 
is specially privileged. In fact, he 
is groomed to take over responsibility as 


the family patriarch. This officer appears , 


not to have had this experience, which 
perhaps partially explains his inability to 
handle independent authority. He never 
learned how. He learned only to conform.) 

The case of this officer points up what 
the authors observed repeatedly among 
Chinese patients. The individual’s early 
interpersonal life experiences within the 
family, the nature of his primary relation- 
ships as learned early in life, are much 
more determining in the etiology of psycho- 
pathology than such cultural influences as 
language, the concept of filial piety, pen- 
chant for compromise, negotiation and 
adjustment, etc, 
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The cultural influences undoubtedly are 
highly significant in situational maladjust- 
ments, however. It is not difficult to under- 
stand the importance of cultural conflict in 
situations where the culturally determined 
behavior of an individual is not in har- 
mony with the demands of the situation, 
But this is a different order of problem 
from those arising from psychopathology. 

The authors’ experience, limited though 
it was, clearly confirmed that an individual 
is his culture plus one. It cannot be as- 
sumed that an individual, merely because 
he comes from a particular geographical 
area, practices a certain religion or speaks 
a particular language, perforce is repre- 
sentative or a prototype of a specific cul- 
tural grouping. 

However, an individual’s cultural back- 
ground, if understood, can provide a logical 
hypothesis to an understanding of the 
individual and his illness. For example, 
the Chinese culture, with its strong family 
orientation and mutual responsibility, 
fosters dependency. It is not a disgrace. 
On the contrary, it is looked upon as an 
honorable relationship. Hence, one might 
expect little social pressure to avoid de- 
pendency. Thus, soldiers exposed to 
situational stress could be expected to 
react by development of symptoms or com 
plaints which would result in hospitaliza- 
tion. z 

It is necessary, of course, to distinguish 
pathological dependency from culturally 
fostered dependency. In a culture that 
encourages escape from stress and anxiety 
through dependency, one would expect 4 
higher incidence of dependency-like reac 
tions. This makes it important to empha- 
size differential diagnosis. Pathological 
dependency is linked to character structure 
and personality and is less amenable to col 
rection than culturally determined depend- 


Control or power over others. Typically, 
decision-making involves many people; the 


or anxiety. 

It became apparent to the authors, early, 
that cultural approval of dependency was 
qeating a problem for the Chinese Army. 
Once hospitalized there was little pressure 
for the soldier to return to his unit as 
early as possible. Although the Chinese 
commanders were aware of the problem 
created by prolonged hospitalization with 
attendant secondary gain, it was difficult 
to take corrective action. This is explain- 
able on two counts. 

First, the commanders were culturally 
sympathetic with the hospitalized soldier, 
even to the extent of authorizing pay-and-a- 
half during a soldier's hospitalization. 
This was ostensibly to compensate for the 
personal suffering, but often it operated 
to promote secondary gain which, in turn, 
further delayed return to duty. 

Second, the Chinese characteristically 
resist the establishment of precise proce- 
dures and rules or vesting in a single person 


ency—such as seeking of hospitalization as 
asocially acceptable escape from frustration 


tesponsibility is shared; the middle-man 
principle is employed. 
5 The natural outcome of such a system 
in their Medical Service was to diffuse the 
authority and responsibility for discharge 
from the hospital. The medical officer could 
Not, on his own authority, discharge a 
patient. Even if the doctor was so disposed, 
there are many avenues of appeal for the 
patient. The political officer assigned to 
ial could intercede in the patient's 
alf; the Surgeon General's Office, Chi- 
Army, can revoke the medical officer’s 
in “aly and lastly, the legal sanctions run 
fe a of the patient to such a degree that 
octors are hesitant to discharge a 
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protesting patient for fear of being sued. 

Here in operation is a cultural value 
system which permits and even encourages 
escape from stress through hospitalization 
with or without a real illness. A knowl- 
edge of these cultural factors helps to ex- 
plain a somewhat higher incidence of de- 
pendency reactions, but perhaps of more 
significance is the resultant medical-admin- 
istrative problem. The outlets for anxiety 
and stress are culturally determined as are 
the specific elements of a problem. 

The incidence of paranoid symptoma- 
tology was significantly higher than is found 
in a similar population in the United 
States. Out of 63 patients studied, 21 had 
paranoid features. The reasons for this 
apparent higher incidence are somewhat 
obscure. The authors speculate that it can 
best be understood in terms of the rigid 
elder system. Parental rejection as mani- 
fested through a demand for unquestioning 
obedience is reinforced by a cultural tradi- 
tion which not only endorses but requires 
compliance. The individual has little lee- 
way for socially acceptable expressions of 
hostility. 

Thus, the individual is obliged to resort 
to pathological expressions of hostility. The 
literature provides no corroborations on 
this explanation but it appears to be logi- 
cally consistent with what is known about 
Chinese culture. Dr. George S. Stevenson, 
in a personal communication with the 
authors, suggested that the relatively high 
incidence of paranoid features may be re- 
lated to the face-saving demand of Chinese 
culture, which would tend to induce pro- 
jection. 

Another differential in incidence of men- 
tal illness which impressed the team was 
the absence of the antisocial personality. 
It must, of course, always be borne in mind 
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that the experience of the team was limited, 
and conclusions can only be drawn from 
the patients examined. The sample may 
or may not be representative. 
Nevertheless, the absence of the antisocial 
character is understandable in the light of 
the Chinese culture. The concept of filial 
piety and associated values of mutual re- 
sponsibility of family members militates 
against antisocial behavior, which may 
bring the entire family into disrepute. 
Confucianism, which stresses self-dis- 
cipline, education for character, morality 
and the ideal of a stabilized relationship, 
has had a marked influence on Chinese 
behavior. The centuries of living in close 
proximity has made conformity to behavi- 
oral standards a necessity for existence. 
This has been made possible by certain 
built-in escape valves best exemplified by 
the penchant for adjustment, compromise, 
. negotiation and avoidance of absolutes. 
Whereas, the elder system values conform- 
ity, the system does allow for compromise. 
The culture permits and even encourages 
dency reactions as a socially acceptable 
compromise adjustment for persons who 
have failed to develop a mature, adequate 
personality, whereas the culture discourages 
compromise adjustments which are ex- 
pressed in the form of antisocial behavior. 
This is a fine illustration of the significance 
of culture in determining the nature of the 
outlet and the content of symptomatic be- 
havior derived from pathological relation- 
ships with parental figures. The underlying 
pathological need for symptomatic behavior, 
the etiology, in the opinion of the authors, 
is the same, regardless of cultural differ- 
ences, but the nature of the symptomatic 
expression of the underlying pathology is 
culturally determined. 
Western civilization, in general, disap- 
proves of all symptomatic behavior as- 
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sociated with character and behavior di 
orders. This is most likely explainable of 
the basis of Western civilization’s concept 
of free will which, in turn, is a product gi 
Christian philosophy, more explicitly th 
Protestant ethic. 

The concept of sin and the inter: 
conscience or superego, wherein failure W 
measure up to the demands of the supereg 
results in guilt feelings, is a culturally 
nificant factor in the determining of syn 
tomatic behavior. In Western cultum 
symptoms developed in response to path 
logical determinants must be acceptab 
to the superego and reasonably acceptabl 
to society if they are to result in effective 
compromise adjustment. 

As a result, in the United States, 
observe symptomatic fads or fashions whid 
come and go. As people become mom 
psychiatrically sophisticated in a rapidly 
changing culture, character disorders matt 
ifest themselves differently. In a relativel 
unsophisticated (psychiatrically), stable cul 
ture, socially acceptable patterns of symp 
tomatic behavior tend to be spread ove 
a relatively narrower spectrum of characte 
and behavior disorder types. 

The Chinese culture appears to hay 
discouraged antisocial behavior (behav oe 
not congruent with the Chinese cultural 
value system). This is consistent with whi 
is known about Chinese culture as is thei 
acceptance of dependency reactions. ) 
authors do not assert that this is the total 
explanation for these differences in inch 
dence from Western culture, but it is a 
important consideration. i 

In this connection, the authors were in- 
formed by reliable Chinese professional 
men of the practice, some decades ago, ; 
fathers encouraging obstreperous sons M 
develop addiction to opium as a metho’ 
of restraint aimed at avoiding potentia 
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unacceptable behavior. To what extent 


x such practices controlled antisocial behavior 


is uncertain, but it suggests that there is 
perhaps more to explain in the absence of 
antisocial behavior than can be attributed 
to traditional cultural values, as described 
earlier. 

Dr. T. Y. Lin, in commenting on his 
study of the incidence of mental disorders 
in Taiwan, gives several possible explana- 
tions for the absence of antisocial person- 
alities. He considers the “threshold of 
tolerance of Chinese families in regard to 
abnormal behavior” 15 together with filial 
piety 16 as the most likely explanation. 

Dr Lin also concluded from his sam- 
pling of civilians on Taiwan that the inci- 
dence of major psychosis was about the 
same as that found in other cultures, 
although no completely reliable compara- 
tive figures were available. But he con- 
sidered the incidence of psychopathic 
personalities, psychoneurosis and alcohol- 
im to be lower among the Chinese on 
Taiwan than in other cultures studied. 

The authors’ figures are no more 
reliable for comparative purposes, but the 
impression was gained from our experience 
that the Chinese Army had a substantially 
lower incidence of mental illness, in gen- 
eral, than would occur among a similar 
number of United States Army troops under 
roughly similar circumstances (isolated 
command), 

_Here again, one can postulate explana- 
tions on the basis of culture—such as the 
iterdependency so characteristic of the 
Chinese family system and the Army per- 
haps functioning as a family substitute— 

ough the various possible transference 
Phenomena. 

_ Also, in spite of the over-all cultural 
ideal of conformity, the Chinese are tolerant 
of individual differences. In fact, the 
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philosophical precepts of Taoism which 
have heavily influenced Chinese mentality 
advocates individualism, relativism and 
individual freedom. The Chinese affinity 
for subjectivity, which in part stems from 
Taoism, leads them to shun absolute and 
rigid prescribed patterns of behavior. 

All of this would seem to indicate a 
tolerance for a certain measure of individ- 
ual difference, including mental illness. 

However, all of these speculations are 
predicated largely on traditional Chinese 
cultural values and ideals. 

As pointed out earlier, China has been 
in a transitional state, particularly since 
the turn of the century, with Western cul- 
tural values exercising more and more in- 
fluence. Nonetheless, the authors saw little 
in their clinical work with Chinese patients 
that was inconsistent with what is con- 
sidered traditional Chinese mentality. 


SUMMARY AND CONCLUSIONS 


The clinical and teaching experience of the 
members of a United States Army Medical 
Mobile Training Team (Neuropsychiatry) 
assigned to the Military Assistance Advisory 
Group, Taiwan, China, has been discussed 
in relation to the applicability and validity 
of American psychiatry in the diagnosis 
and treatment of psychiatric patients from 
the Chinese Army. Based on the clinical 
study of 63 patients seen in case conferences 
which were a part of a 12-week teaching 
program, the authors came to the follow- 
ing conclusions: 

(1) The concepts, principles and em- 


— 1 S ee 
14Lin, Tsung-Yi, “A Study of the Incidence of 
Mental Disorders in Chinese and Other Cultures,” 
Psychiatry, 16(November, 1953), 313-36. 

15 Ibid., pp. 315-16. 

16 Ibid., pp. 333. 
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pirically derived conclusions of American 
psychiatry are valid and applicable in the 
diagnosis and treatment of patients from 
the Chinese Army. 

(2) Culture does exercise considerable 
influence on the incidence of certain 
diagnostic entities, the content of delusions 
and hallucinations, the precipitating cir- 
cumstance of a mental breakdown, the 
nature and direction of the symptomatic 
expression of stress, anxiety, frustration and 
compromise adjustments resulting from 
the underlying pathology. 

(3) Rejection or absence of love and 
acceptance in early primary relationships 
(particularly parental figures) results in 
pathological behavioral manifestations that 
are secondarily colored and influenced by 
culture. Culture can ameliorate or exag- 
gerate the pathological reactions to rejection 
by parents or parental figures, but the 
culture is not a primary determinant in the 
etiology of mental illness among the Chi- 
nese. 

(4) The etiology of mental illness among 
the Chinese is not significantly different 
from the etiology of mental illness in the 
United States. The authors choose to 
believe that the primary cause of non- 
organic psychopathology is attributable to 
disturbed primary relationships (particu- 
larly parental relationships) during the 
first six years of life. 

(5) The psychodynamics or intrapsychic 
mechanisms in nonorganic psychopatho- 
logical conditions are not significantly 
different from the mechanisms employed 
by patients seen in the United States. Cul- 
tural influences do result in a difference in 
degree and frequency of use of a certain 
mechanism, but the mechanism itself is 
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not substantially different in its nature or 
usefulness to the individual. 

(6) The content and form of precipitat- 
ing circumstances in nonorganic mental 
illness are culturally determined. The 
meaning of a situation or an incident to 
the individual is culturally determined. 
However, the predisposing underlying 
pathology is not significantly different 
from patients seen in the United States, 

(7) Differences in institutions, language, 
values, codes, artifacts and customs, while 
important in understanding the Chinese 
culture, are not nearly so significant as 
understanding the meaning or utility value 
of these to the individual. The meaning of 
various cultural aspects and influences is 
largely determined through early primary 
family relationships. At this level of under- 
standing and approach, American psychi- 
atric concepts and principles are equally 
applicable to the Chinese and to Amer- 
icans. 

(8) The various reactions and disorders 
Suggest a difference in incidence of certain 
diagnostic entities, but they all fall within 
the same broad spectrum of diagnostic 
disease categories that are found in Western 
culture. Chinese culture provides no sub- 
stantial barrier to American psychiatric 
personnel understanding mental illness 
among the Chinese. 

A willingness to understand, avoidance 
of prejudice, genuine acceptance, and 
starting where the individual is (in time, 
place, attitude and circumstance) will en- 
able competent psychiatric personnel from 
the United States to communicate and 
function with personnel from the Chinese 
Army in spite of language differences, value 
Systems and institutions. 


ee S A 7 UU S 


SIMON OLSHANSKY, M.A. 


However one may view a mentally ill 
Person, one of his recognized limitations 
is his incapacity to move away from himself 
toward others. 

The usual pleasures and joys of life 
elude him. If the sun shines, it fails to 
as him. The result for some ex-mental 
am “ene not infrequently, is 
Pe in isolation and loneliness, which lead 
Sa Sapa preoccupation with them- 
hore ce increased withdrawal from the 
Biker a RS A further consequence 1s 

4 ife of quiet desperation” or re- 
a and rehospitalization. 
by in (though sought and enjoyed 
We an, as a way of life) becomes 
nd Pee to bear in an outer- 
Aes oa fun-oriented society such as 
lies only for expatients but for their 
as well. 
ie the growing recognition that we 
y once, the social impoverishment 
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becomes even more painful to observe and 
to accept. Moreover, with work experience 
becoming decreasingly meaningful, avoca- 
tional outlets are correspondingly more 
valued. 

Paradoxically, there is some evidence to 
suggest that those persons who experience 
the greatest work satisfactions are generally 
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the very ones with the capacity and means 
for achieving the greatest satisfactions out- 
side of work. And those who experience 
the fewest work satisfactions—this would 
include the unskilled, semiskilled, and serv- 
ice workers who are more than randomly 
represented in the post-psychotic popula- 
tion of state hospitals—are the very ones, 
generally, who experience the least satisfac- 
tion away from work (1). 

In any case, to help expatients deal with 
the dreaded sequence (2) of low esteem, 
withdrawal, and relapse, and to reduce 
to a degree some of their joylessness, the 
resources of expatient clubs, rehabilitation 
centers and recreational counseling have 
been developed. 

In this article we shall discuss some of 
the practices now used for helping ex- 
patients in their social life. This will in- 
clude particular attention to the expatient 
club, with consideration of some of its 
history, aims, and problems. We shall 
consider some suggestions for coping with 
these problems. Also, we shall discuss, 
briefly, rehabilitation centers and recrea- 
tional counseling as other ways of helping 
expatients with their social life. 


HISTORY OF EXPATIENT CLUBS 


In the United States, the expatient club 
is a comparatively new resource, with 56 
per cent of the clubs on which we have in- 
formation formed since 1955, and 72 per 
cent formed since 1951. 

In England, the club movement dates 
back to 1940. It is perhaps surprising that 
our people, noted for their propensity for 


1This is only a rough estimate. There is no 
central directory listing U. S. clubs; such listings 
are available in England. The high rates of birth 
and mortality of clubs raise further questions re- 
garding the validity of any current estimate. 
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joining, should lag behind the less gregari- 
ous English in this area. 

We would estimate that as of 1959 there 
were about 70 1 expatient clubs throughout 
the country, with perhaps the largest con- 
centration of them im California. Since 
the majority of clubs have been established 
within the last few years, they represent 
a new facility, suffering some of the pains, 
anxieties, and uncertainties attending or- 
ganizational births. 


SPONSORSHIP 


In general, there are five types of sponsor- 
ship of expatient clubs. Almost half are 
sponsored by mental hospitals and clinics; 
about one-third by mental health associa- 
tions; about one-fifth by expatients them- 
selves; about one-eighth by state agencies; 
and about one-tenth by citizen groups. 

Leadership may be divided between that 
of professional and lay persons. How many 
clubs are run by either professionals or 
lay workers we are unable to say. Within 
this country, there is among most clubs an 
emphasis on self-government (4) and lay 
responsibility. This is in contrast to Eng- 
land where clubs are professionally run 
and are considered a professional re- 
sponsibility. 


AIMS OF EXPATIENT CLUBS: 
A TRANSITIONAL FACILITY 


The major purpose of expatient clubs is 
to aid released patients in their social life. 
This attempt could be described as the 
provision of a friendly, informal, pernit 
atmosphere in which expatients, yariously 


Hi Tees ` : T$ 
limited in their capacity to relate to others 


and to enjoy themselves, can begin a 
experience themselves as social beings: T 

expatients, it is hoped, will learn pr 
social skills as well as acquire enough set 


esteem and self-confidence to be able to 
leave the shelter of the club to participate 
in the community activities characteristic of 
their subgroup. 

The club offers the following qualities 
which are considered helpful to expatients: 

(1) Permissiveness, informality, and 
friendliness—allowing the expatient to ex- 
press himself in a group situation without 
fear or censure. The expatient is allowed 
to function as a spectator, free from the 
criticisms which are usually provoked by 
nonparticipation. 

(2) Group support—supporting him dur- 
ing periods of stress. The feelings of dif- 
ference and isolation are combated by the 
discovery that one’s feelings and problems 
are shared by others. He is accepted in 
terms of himself, without reference to the 
factors which generally serve to evaluate 
or devaluate a person in other social 
settings, 

_@) Stimulation—stimulating the expa- 
tient to express some of his problems as 
well as to react, on occasions, to the prob- 
lems of others. Further, he is stimulated 
to consider other alternatives to just sitting 
or to hallucinating in a corner. He is 
stimulated to try out activities which make 
possible pleasurable interpersonal contact 
and co-operation. 

(6) Social learning—providing opportu- 
nities for learning new skills and for han- 
dling social responsibilities as well as work- 
ing with others. In addition, it provides, for 
some members, situations which contain 
elements of novelty and familiarity, which 
facilitate testing old and new attitudes and 
porte appropriate ones through prac- 

E 

(5) Opportunities for fun and enjoyment. 
a its instrumental function of prepar- 
ae 11 expatient for community living, the 

as a consummatory function, which 
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is the provision of opportunities for fun 
and enjoyment. For many joyless expa- 
tients, this latter function is important. 

For some expatients the club is viewed 
as a “place for someone who has nowhere 
else to go.” 


CLUB ACTIVITIES AND 
OPERATIONAL PROCEDURES 


Expatient clubs vary widely in their activ- 
ities and modes of operation. 

Major activities reported by clubs are 
“bull sessions,” lectures, dancing, singing, 
painting, field trips, picnics, and bowling. 

The average club holds meetings weekly, 
although many clubs meet less frequently 
and a few, more frequently. The average 
attendance at meetings is generally between 
16 and 20 members. 

Structurally, the expatient club may 
resemble community clubs—with a constitu- 
tion, elected officers, rules of eligibility for 
membership, statement of purpose, etc. 
However, some clubs are loosely organized, 
hanging together by the thread of mem- 
ories, sentiment, and loyalties. 

A few clubs function as parts of full-time 
rehabilitation centers to which members 
can come at almost any time. 


MEMBERSHIP—EXTENT AND 
COMPOSITION 


On the basis of information collected by 
the Joint Commission on Mental Illness 
and Health, it is estimated that there are 
fewer than 2,0002 active members within 
the expatient clubs. This would constitute 
fewer than 1 per cent of the population of 
patients released each year—to say nothing 
of the expatients released in previous years 


panera a RE 
2Again this is only a rough estimate, probably 
overstating the number of actual members. 
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—who would be eligible for membership. 

Who are members? (6) From what social 
classes and ethnic or religious groups do 
clubs draw their members? We are unable 
to answer these questions. 

The assumption, based on studies (5, 7) 
of voluntary organizations, is that middle- 
class persons are more likely to join these 
clubs than are working class persons; 
of religious groups, Protestants are more 
likely to join than Jews, who, in turn, are 
more likely to join than Catholics. 

Again, we are unable to state if this 
assumption is valid for expatients, who 
might be encouraged to join because of 
their greater isolation or who might be 
encouraged to join by the pressure of profes- 
sional helpers or of family members. The 
residuals of their illness might move some 
expatients in directions not necessarily 
characteristic of their subgroups. 


FACTORS LIMITING GROWTH 
OF CLUBS 


Considering the large pool of potentially 
eligible members and considering the as- 
sumed and obvious need for social activ- 
ities by this population, why, we may ask, 
have clubs not developed more extensively? 
First, a history of hospitalization for 
mental illness includes a wide range of 
symptoms in people of diverse personalities 
with different levels of recovery (4). Is a 
history of hospitalization an experience 
which tends to bind or separate expatients? 
Is the experience sufficiently encompassing 
to provide enough common ground? 
Second, many expatients want to forget 
their hospital experience as quickly as pos- 
sible. ‘Thus, they would be reluctant to 
join a club which would confront them 
with the fact of their hospitalization, Clos- 
ing the book on their past is, in their view, 
one way of staying well. Club membership 
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would serve to “keep the book open” and 
would reduce their capacity to deny their 
illness. 

Third, many expatients, because of 
stigma, are reluctant to become visible 
as expatients. And this tendency to “pass” 
is understandable since mental illness is 
so widely regarded as an illness character- 
ized by hopelessness and unpredictability, 
and some expatients, like some minority 
group members, project their own low 
esteem to other expatients, seeking avoid- 
ance rather than contact with their kind. 
Some patients are motivated to leave the 
mental hospital because of their felt need 
to separate themselves as quickly as possible 
from other patients. Why should they want 
to rejoin them after release? 

Interestingly enough, no expatient club, 
to our knowledge, is conspicuously identi- 
fied in the same way as, say, Alcoholics 
Anonymous. Almost all expatient clubs 
use some kind of wistful and euphemistic 
name such as “Fellowship,” “Fireside,” 
“New Horizons,” or “Threshold.” 

This lack of visibility may tend to con- 
firm fears of expatients about the wisdom 
of joining, as well as to limit the club's 
ability to attract membership, since the 
club’s identity is camouflaged. This is not 
to suggest that a contrary practice would 
necessarily serve the members’ interest more 
effectively. 

Fourth, there is evidence to suggest that 
working class persons (more than randomly 
represented in the population of released 
patients), with low levels of education, 10W 
income and low occupational status tend to 
join voluntary organizations less than do 
middle-class persons. Moreover, they ten! 
to stay “within striking distance 
homes during their leisure hours. 

Thus, the distant club does not appear to 
provide the majority of lower class patients 


” of their . 


`x 


with a resource they would be likely to 
make use of either in illness or in health. 

Fifth, since membership is based on the 
principle of self-selection, we would be 
likely to find that those expatients most 
in need of expatient clubs are least likely 
either to seek or to accept membership. 
Many of them would not see the need or 
appreciate the value of belonging to a club, 
Thus, a large part of the expatient popula- 
tion which would benefit from membership 
is least likely to consider it. 


PROBLEMS OF EXPATIENT CLUBS 


Recruitment 


The first problem, for the reasons just 
stated, is that of recruitment. One might 
argue that this problem might be solved 
if hospitals did a better job in preparing 
patients for membership and a more careful 
job in referring patients. Too often selec- 


tion and referrals are haphazardly carried 
out. 


Continuity 


_ The second problem reported by clubs 
is that they are unable to maintain a stable 
and continuing organization. Selective 
turnover of membership, with the more 
competent tending to leave, plays havoc 
with the organization. 

Yet, if all members stayed on terminally, 
the club would not be loyal to its purpose 
ë) a transitional resource. Is it possible to 

graduate” members as they improve and 
teplace them with other members who can, 
to some degree, fill the vacancies of the 
departing members? Or is discontinuity a 
Problem intrinsic to the nature and purpose 
of expatient clubs? Ironically, some clubs 
seem to value continuity and expansion of 
Membership more than the their function 
4 a stepping stone to the community. 
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Leadership 


Thirdly, probably the most important 
and most frequently reported problem is 
that of leadership. The issue centers around 
the expatients’ preference for self-govern- 
ment and their resentment of professional 
guidance. Yet, without professional leader- 
ship, expatients experience all kinds of 
frustrations in organizing and operating 
the club. With professional leadership, 
they feel deprived of the opportunities for 
self-development and growth. Besides, they 
feel that it is no longer their club, and they 
begin to feel more like patients than non- 
patients. 

Many professionals feel that it is not 
realistic to expect expatients unable to cope 
with their social lives in the community 
to be strong enough to run their own club. 
How do you protect the weak members 
from the tyranny of the strong? How do 
you maintain continuing leadership if mem- 
bers come and go? On the other hand, 
there is some evidence to suggest that pro- 
fessional leadership is possible without 
domination and that leadership and self- 
government are not necessarily antithetical 
if responsibility and participation are 
geared to the changing capacities of ex- 
patients. 


Club Goals 


Fourth, many clubs report that some 
expatients are unable to leave the club 
after a substantial period of membership. 
Thus, without either intention or anticipa- 
tion, clubs are finding themselves being 
transformed into terminal facilities. 

Professionals ask: Is it realistic to expect 
expatients sick enough to require a social 
dub to become well enough (within a 
relatively short time) to leave? Is there a 
greater need for flexibility, allowing the ex- 
patient to stay on indefinitely? Are clubs 
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set up as transitional and short-term in aim 
presently tailored to the kind of expatient 
most likely to accept membership? 


Cohesiveness of Membership 


Since members generally are accepted 
on the basis of a single variable (a history 
of hospitalization for mental illness) the in- 
evitable result seems to be an extremely 
heterogeneous group with widely diversified 
interests and capacities. How, in these 
circumstances, does one develop the cohe- 
siveness required for a group’s continuance? 
How does one offer an activity program 
equally statisfying to all members? 

How does one achieve a balance of 
membership among the well, the not so 
well, and the unwell? How does one avoid 
a hard core of sick patients who tend to 
rigidify the organization and to repel new 
members? 


Miscellaneous Problems 


Other problems reported by expatient 
clubs are: lack of funds; lack of facilities 
for meetings; lack of community support; 
lack of transportation for taking members 
to and from meetings; selection and utiliza- 
tion of volunteers; adequacy of system of 
referrals; indoctrination of new members. 

Most of these problems are self-explana- 


tory and appear secondary to the ones 
enumerated. 


TOWARD A RECONCEPTUALIZATION 


As in other areas of rehabilitation, there is 
no available, evaluative data which would 
serve to indicate either the kinds or the 


8 This does not rule out the possibility of some 
improvement in the posthospital level of function- 
ing. 
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degrees of changes required to increase 
the value of expatient clubs. 

Despite this deficiency, there is enough 
information available to begin to consider 
some possible changes. However, before 
discussing these changes, we shall pause 
briefly to consider some norms of social 
activities in order to provide some perspec- 
tive of social life needs of expatients. 


NORMS OF SOCIAL ACTIVITIES 


How extensively does the working class 
person without a history of hospitalization 
socialize? What are his usual recreational 
activities? How much time does he spend 
watching TV? How early does he retire, 
thus shortening his leisure hours? How 
much energy does he have left after a day's 
work? How does the vision of his next 
day’s work influence his behavior? 

These questions are raised, not to dis- 
count the need of social activities for €x- 
patients, but to put these activities and our 
expectations in this area on a realistic basis. 

Besides considering the norms of the 
expatient’s subgroup, we shall consider the 
expatient’s premorbid level of socializing; 
i.e., expatients should not be expected to 
perform socially and recreationally in 4 
way which is discrepant with the norms of 
his subgroup and with his own personality 
requirements and his own history.* 1 

It is well to recognize that some expatients 
may need isolation to endure and overcome 
the anxieties experienced in their work and 
family situations. And that some expa 
tients, like other persons, just prefer solitude 
to society. 


. a S- 
Now we shall return to our main cn mE“ 
sion of some ways of reconceptualizing 


expatient clubs: t 
First, it seems apparent that the Bi 
of the expatient club as a short-term trans 
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tional service mediating the hospital and 
nonhospital worlds fails to correspond to 
the needs of some expatients who are cur- 
rently attracted to expatient clubs. 

There seems to be a need for a terminal 
as well as for a transitional facility for the 
more chronic type of patient. By viewing 
the club both as a terminal and transi- 
tional organization, expatients and staff 
may experience fewer frustrations and may 
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be able to make adaptations in the clubs 
to meet the more common, enduring and 
recurring needs of some of their members. 

The club would still encourage as many 
of its members as possible to move out after 
an appropriate time. But those expatients 
unable to move out would be viewed not 
as “leftovers” to be suffered with, but rather 
as a different kind of person with differing 
needs, 

Second, is the use of a single variable * 
(a history of hospitalization) adequate as a 
criterion of membership? Would expatient 
clubs become more manageable and effec- 
tive if such other variables as age, ethnicity, 
education, and level of recovery were con- 
sidered as criteria for membership, in addi- 
tion to a single variable? 

By considering one or more additional 
variables, the extent of common interests 
would be broadened and programming for 
clubs would be facilitated. A suggestive 
start in this direction has been made with 
geriatric patients. 

Third, in the light of the proclivity of 
Working class patients to stay “within strik- 
ing distance of their homes,” it might be 
helpful to locate clubs closer to the homes 
of members. This would tend to make 
clubs more acceptable by eliminating the 
obstacle of distance and the unfamiliar. Be- 
se it would tend to bring together per- 
a No common neighborhood inter- 
“sts. In some states there has been a start 
In this direction. 
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Fourth, there would appear to be a need 
to accept the reality that expatients who 
require social clubs are, by and large, unable 
to govern themselves and unable to provide 
the continuity necessary for effective sur- 
vival. The British and American experience 
lends some support to the apparent require- 
ment of professional participation if clubs 
are to maximize their function. 

The acceptance of the principle of pro- 
fessional participation would create such 
other problems as the conflict between 
leadership and domination as well as the 
conflict between help which is supportive 
and help which fosters dependency. How- 
ever, these difficulties attending professional 
involvement can be more readily solved 
than can the disorder and discontinuity as- 
sociated with the efforts of expatients to gov- 
ern themselves. Too, the protests of expa- 
tients against professionals can be accepted 
as real, although the vigor of their protests 
may suggest their own feelings of in- 
adequacy. 

What is said here is not intended to deny 
the right of some expatients to form and 
run their own clubs as other citizens do, 
if they so desire. Neither is it intended 
to deny the fact that some expatients can 
and do function as effective leaders. But 
we feel that this is a small minority. 

The club, restructured as both a terminal 
and transitional group, located close to the 
homes of members, operated with pro- 


4Some clubs will currently consider additional 
variables as qualifications for membership. This 
condition is more often the result of the club’s 
eagerness for more members than of their recogni- 
tion of the value of using more than a single vari- 
able. 

5Some expatients would object to 
clubs as destroying their invisibility. 
It should be kept in mind that we are talking 
about those expatients who are likely to be attracted 
to expatient clubs. 
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fessional assistance and composed of mem- 
bers with more extensive ties than a history 
of hospitalization is, in our view, more 
likely to serve more effectively the interests 
of more expatients. 


REHABILITATION CENTERS 


Reality compels us to observe that some 
expatients will need more help with their 
social life problems than is now made 
available to them by social clubs. Two or 
three hours per week are hardly enough to 
sustain some expatients, to say nothing of 
altering their behavior in a positive direc- 
tion. This is not so much a criticism of 
the social club as it is a statement of an 
inevitable limitation of the club's very 
structure and function. 

Some expatients might need, in addition 
to (or preliminary to) participation in a 
club, the extensive kind of help available 
in a setting exemplified by a rehabilitation 
center.” (As of 1959 we had learned of 
only three within the country.) 

To these centers, expatients can come 
daily, for many hours. Evening programs 
are available for expatients who are work- 
ing, and weekend programs are offered to 
fill what is often a long, empty, and distress- 
ing interlude for some expatients, especially 
those living alone. (Some employed ex- 
patients find their vacations considerably 
more burdensome than their work periods.) 

Programs within centers are varied and 
aim to help expatients to achieve enough 
strength to participate socially in normal 
community activities. (For some expatients 
it is recognized that such Teintegration is 
not always possible.) 

Integrated with the many activities, 

whether prevocational, educational, or 


—— m 
z For some expatients, the Day Hospital might be 


viewed as an appropriate facility to help them with 
their social life problems, 
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recreational, is the intention of at least one 
center (visited by the Joint Commission on 
Mental Illness and Health) of developing a 
strong, personalized relationship with staff 
persons who become significant figures in 
the expatient’s life. Supplementing this 
personalized relationship with a staff person 
is the use of small groups as family models 
which serve further to help expatients to 
relate to other persons. The emphasis of 
the centers, then, is to combine oppor 
tunities for personal and group relation- 
ships with reality-oriented activities. 


USE OF COMMUNITY 
ORGANIZATIONS 


Recreational Counseling 


There seems little question that expatient 
clubs and rehabilitation centers provide 
many gains to a minority of expatients, 
and that the expatients served are, mn 
large measure, not well enough to join 
existing community organizations. 

On the other hand, there are some ex- 
patients well enough to be integrated inte 
normal community groups and activities. 
For this reason, some effort should be made 
to explore more fully the assumption that 
community organizations are not available 
to expatients, or that their present reluc- 
tance to accept expatients is unchangeable. 

Actually, we do not know how much has 
been done in a systematic way toward 
utilizing existing facilities for selected ex- 
patients. Nor do we know to what extent 
reported rejections of expatients by coms 
munity agencies were the result of negative 
attitudes on the part of the agencies or the 
result of poor selections on the part of ue 
hospitals. In some instances, the hospitals 
provoke the response they expect. 

In order to deal systematically and 
quately with this problem of fitting © 
patients into existing community organiza- 
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tions, there had developed within one VA 
hospital the process of “recreational coun- 
seling.” 
Recreational counselors within this set- 
ting operate within the context of the 
following assumptions: (1) It is more help- 
ful to the recovery of released patients to 
join groups of nonpatients than of expa- 
tients; (2) Released patients moving on their 
own power will not generally join com- 
munity groups; (3) Patients should be 
selected and prepared for affiliation with 
the community group while still in the 
hospital; (4) Community groups should be 
prepared and worked with to accept s€- 
"lected patients; (5) After their release, these 
patients would still need help to sustain 
their interest in and ties to outside groups. 
These recreational counselors believe that 
organizations like Big Brother would be 
willing to accept some younger expatients; 
that church groups would be willing to 
accept some expatients belonging to their 
denomination; that local bowling leagues 
would be willing to accept a few expatients; 
and that Golden Age clubs would accept 
some older expatients. They feel that 
community organizations would co-operate 
if they were promised appropriate help by 
the referring hospital in working with the 
referred expatients. (Too often hospitals 
have abandoned their referred patients once 
they were accepted by a community agency.) 


SUMMARY 


We would suggest, on the basis of the 
widely varied and ever-changing needs of 
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expatients, a pluralistic approach to their 
social life problems. 

The tendency of some professionals to 
fix their focus on only one kind of facility 
or service, and to view its proliferation as 
a universal “must” and panacea, does not 
lead to the solution of the problem: meet- 
ing the many social needs of different kinds 
of expatients at different periods of time in 
their post-hospital careers. 
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services might not be used not only for recently re- 
leased patients but for patients who have been out 
for many years and who are beginning to regress, 
and for nonpatients who are manifesting signs of 
mental illness. 
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LESLIE NAVRAN, Pu.D. 


Returning mental patients 


to the community: 
An analysis of placement failures 


THE SEPULVEDA VA HOSPITAL 
DIRECT PLACEMENT PROGRAM 


In the summer of 1958, the Veterans 
Administration Hospital at Sepulveda, 
Calif., received $50,000 as its share of a 
Congressional supplementary appropria- 
tion intended to allow the VA to enrich 
its treatment program. 

It was decided to use these funds to hire 
additional personnel for the purpose of 
intensively treating 160 chronic patients 
who lived in an “open” building and had 
grounds privileges. Our goal was to help 
as many of these patients as possible to 
return to community living. 

All 160 were reviewed and the 40 judged 
closest to discharge were placed on one 
ward. The next “best” 40 were also 
grouped together on one ward, and the 
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remaining 80 were placed on the other 
two wards. As the “best” 40 were given 
help with discharge planning and left, 
their replacements came from the second 
group of 40, and the remaining 80 were 
worked with in order to ready them for 
“promotion” to the predischarge category: 

Concomitantly, the writer was given the 
newly-created title of Co-ordinator of B 
pital-Community Resources and dmi 
with the responsibility of promoting Jo” 
Opportunities for patients and “educating 
the people in the community. 

PFSR step was a series of talks to 
chambers of commerce and service clubs, 
i.e, organizations comprising employers: 
These audiences were told about the oe 
pital’s new program, and employers pres 
ent were invited to fill out cards if a 
wished to explore further the possibility A 
hiring the patients being repren 

Within two weeks the writer called 2 
those who filled out cards; obtained dé 


tails of possible job openings; and then 
notified the discharge ward team of each 
job opening and its requirements. 

If the team nominated a patient, his 
case file was abstracted and pertinent in- 
formation was given to the employer dur- 
ing the writer's second personal visit. If 
the employer's reaction was favorable, the 
patient was told that the job existed and 
that the employer knew about him and 
wanted to interview him. (The legal bar- 
tier to divulging information about 
patients was removed by having the 
patients sign “release of information” 
forms.) 

If the patient was interested in the job, 
he was either taken to the employer or 
allowed to go alone to the subsequently 
arranged interview. At this point, the 
patient had no need to worry about his 
“record of hospitalization.” The only 
things at issue were whether or not he 
could do the job being offered, and whether 
or not the terms were sufficiently attractive. 

If the patient was hired, the writer did 
two things designed to promote a successful 
outcome. He stressed to the patient that 
he (the patient) would be working not 
only for himself, but for all other patients 
who would be leaving the hospital after 
him. The writer therefore urged the 
Patient not to delay seeking help from 
the writer (or his physician) if things went 
badly. This would enable the staff to 
ee before the situation dete- 
the a o the point at which a return to 

ospital would be necessary. 
a employer, in turn, was also urged 
> see the hospital as an ally by offering 
aa free consultation with the writer at 

a time, in the event that he (the em- 
m, had problems with the patient 
` Re started work. 

This “doctrine of mutual support” was 
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undoubtedly a factor in the successful 
placements which later ensued. Many 
employers reacted favorably to the apparent 
truth that the patients were not just being 
dumped on to their shoulders as their prob- 
lems. The readiness to join in an active 
partnership with the people in the com- 
munity allowed the hospital and its patients 
to enjoy extremely favorable relationships 
with the lay public. 

In the course of the next 18 months, (the 
period covered by this paper) many place- 
ments were made. Approximately two- 
thirds of these were successful. 

This paper, however, is devoted to an 
anecdotal review of the “failures,” i.e, 
those patients whose job placements ended 
in termination and in return to the hos- 
pital. It is felt that such a review is 
worthwhile because: 

(A) It may help others at different in- 
stitutions to avoid the pitfalls we encoun- 
tered; 

(B) It may provide leads to future 
research efforts in the area of rehabilita- 
tion, and 

(C) It has important implications for 
the directions which future efforts to 
rehabilitate the hospitalized mental patient 
should take. These will be dealt with 
below. 


THE CASES THAT “FAILED” 


The patients who failed to adjust suc- 
cessfully to their work placements did so 
for a variety of reasons. The cases reviewed 
briefly below were selected to illustrate 
the different factors highlighted in the 
period covered. 


1. Significance of Employer Attitudes 


T. was hired for $1.00 per hour as a part-time 
assistant by a contract gardner who had injured 
his back, and who, therefore, required help in 
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meeting the obligations of his gardening route. 
At first the patient worked quite happily and suc- 
cessfully for his employer who reported that T. 
was obviously a man with considerable knowledge 
of landscape gardening and lawn care. 

However, after three weeks the patient resigned 
his job and refused to consider returning to it. 
Moreover, he refused to consider being placed in 
another kind of work, or with another employer. 
It was possible to talk to the patient later on 
and to gain some understanding of why he had 
left his job, despite the fact that he was doing 
so well, 

It seemed that the employer had been rather 
inconsistent in his supervision, sometimes criti- 
cizing what T. considered to be a job well done, 
and at other times, letting work stand that T. 
felt had been done rather poorly, In addition, 
he kept “throwing up” to T. what a favor he 
was doing for him, letting him work with him 
as he was, etc. 

T. was rather proud and felt rightly that he 
was more than paying his way. All these factors 
were intolerable for him and affected him so 
badly that his motivation to leave the hospital 
was reduced for a considerable time thereafter. 

Ts experience taught us the importance of 
evaluating more carefully employer attitudes to- 
ward mental patients in making job placements, 
We learned from the next two cases that negative 
employer attitudes were not the only ones that 
could jeopardize patients’ adjustments, 


V. and C., both on night hospital status, fol- 
lowed the same paradoxical pattern of working 
very well in the community by day, while becom- 
ing increasingly sick in the hospital setting at 
night, 

V. had been hospitalized for an acute Psychotic 
reaction after four years of steady employment as 
a technician. As part of his treatment plan, he 
was placed in a part-time job as a box-boy in a 
Supermarket. After a month, the staff alerted 
the writer to the fact that V. was becoming 
depressed. A visit was paid to the store manager 
to check on whether this was being noticed on the 
job or could be a product of job performance. 

The manager expressed himself as being very 
Satisfied with V.’s work, and was Surprised to hear 
of the patient’s depressive behavior, When told 
that we might have to interrupt V.’s employment, 
he said V. would have a job waiting for him as 
long as he—the manager—ran the store. On that 
very afternoon, the patient was sent to a closed 
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dox of their excellent work in the com- 
munity, accompanied by deteriorated be- 
havior at the hospital setting, is an enigma 
which the writer cannot explain with any 
certainty. 


ward because the staff felt he had become a 
suicide risk. 


C. had been a graduate dietitian in a 1,000-bed 
hospital before she became ill. Her illness had 
left her reluctant to do work at this level again 
and so she was placed as a tray girl and diet 
typist in a nearby private hospital. Her work was 
so outstanding that she was enthusiastically ac 
cepted by her employer and others at the hospital. 

At the end of six months she was offered a raise 
and a chance to go on vacation for one week ! 
At this time she became increasingly disturbed 
at our hospital and literally forced the staff to 
keep her confined because of her verbalization of 
fears that she might pick up a knife in the 
Kitchen and assault or attack the personnel. 


In reviewing both these cases, the pata 


The following, however, is a plausible 


hypothesis: 


The supervisors of these two patients 


were both warm, responsive persons who 
wanted to help their new patient- employees 
to be successful. The patients worked well 
and willingly. x 
Perhaps too anxious to deny the reality 
that these were people recovering from 
serious emotional illness, it is possible that 
the supervisors unwittingly panicked the 
patients by prematurely increasing their 
responsibilities, and by being somewhat too 
aggressive in their social overtures. 


Genuinely pleased, and 


Pride apparently kept the patients from 


working less well, and they had no grown 
for quitting their jobs, in view of the goo 
treatment they were receiving. Thus, a 
only way they could see to escape 
threat of getting in over their heads was 
to precipitate a crisis at the hospital 
that their doctors would rescue them PY 
keeping them confined. 


e 
At the time these setbacks occurred, th 


staff's inclination was to view the patients 
as needing further therapy to work through 
the meaning of successful work in the com- 
munity. 

If the writer’s post hoc hypothesis is 
correct, the role played by the supervisors 
should have been given more weight. In 
any event, more adequate follow-up might 
have permitted earlier observation of the 
patient-supervisor relationship and might 
have alerted the staff to the need for 
employer guidance, if this need existed. 


2. The Conflict Between Job Appro- 
priateness and Staff Needs 


Strictly speaking, J. was not a failure, as defined 
above. A man who had had considerable sales 
experience, J. was nominated by the staff as a 
boxboy in a super-market, at $1.30 per hour. He 
rather indignantly refused to take it, feeling that 
the job was beneath him, wage-wise, in view of 
his earnings in the past. Moreover, he was a 
wholesale salesman, not a retail clerk. 

We learned from J. not to offer work to a 
patient which might, on reflection, clearly be 
inappropriate or represent a personal devaluation 
on our part. J.’s experience reflected our eager- 
ness, early in the game, to make placements al- 
Most for placement sake. 

The important thing in our minds was to get 
the patients working, although we soon realized 
that our task was not that simple. A second fac- 
tor was our initial unwillingness to let any job 
offer that came to us “get away;” this trapped 
we into considering patients for placements un- 
Suited to them. 


3. The Need for Accurate Evaluation 
of Readiness for Work 


Ris case was illustrative of how badly we could 
miscalculate, as a staff, in gauging a patient's 
readiness for work. This man had come to the 
West Coast from the Middle West several years 
before and had eked out a marginal existence. 

He Was socially isolated and began drinking 
nag to making the suicide attempt that brought 

PA t9 us. He responded well to our program of 
activities and group therapy, and had worked 
Successfully and conscientiously as a member- 


Returning mental patients 
NAVRAN 


employee for several months before becoming a 
placement candidate. 

After being interviewed and hired by a small 
manufacturing company as a shipping derk at 
$1.65 per hour, he took a room in a hotel the 
night before he was to report for work. When 
we learned that he had failed to show up the 
next day, a visit was made to the hotel. R. was 
found asleep, fully clothed, and the room's con- 
tents clearly testified that he had been drinking 
to reduce his anxiety. 

When roused, he refused to return to the hos- 
pital, but insisted on looking for another job on 
his own. After three fruitless weeks, he got drunk 
again, called the hospital to announce his inten- 
tion to commit suicide, and thus precipitated his 
rehospitalization. 


H. was a patient whose failure was caused by 
an unrecognized need for further psychotherapeu- 
tic treatment. He was a young man of twenty- 
five who was placed as a box-boy. This not only 
was work he had done before, but his history re- 
vealed that he had never exceeded the level of 
handyman. He lasted 18 days. 

At the end of that time he was returned to the 
hospital by his mother who reported that he had 
come to see her late at night in a very confused 
state. He had left the job at nine o'clock and 
gone from the store to his mother’s home some 
15 or 20 miles away. 

It became apparent, after talking with the pa- 
tient at a later date, that, for him, work had had 
the meaning of rebelling against the control of his 
mother and this flight into independence was 
more than he could carry through at the time 
of placement. Accordingly, it was necessary to 
rehospitalize him and to postpone any further 
attempt to place him again until after this prob- 
lem had been worked on in psychotherapy. 


4. The Social Aspect of Community ` 
Adjustment 


K. was a young Negro who specifically asked” 
for low-level work, and we placed him as a dish- 
washer with an understanding, warm employer. 
He did quite well, but he failed to last because 
after getting off work, he found the loneliness 
in the community to be more than he could 
tolerate. 

Being a patient fresh out of the hospital, he 
found it difficult to initiate social relationships 
in a new community. Accordingly, K. sought com- 


373 


panionship in the bars near his hotel, and once 
he started drinking, he gradually slipped to the 
point where he became obsessed with hostile 
thoughts. He ultimately sought sanctuary in the 
hospital, asking us to readmit him before he lost 
control and acted out in a way which would be 
harmful to himself and to the hospital’s program. 
It was his experience that showed us that a job 
could be a necessary, but insufficient condition 
for successful community adjustment. 


5. Tolerance for Job Pressure 


M. was a capable secretary placed in a job with 
an architect who recognized her ability by giving 
her an increase in pay soon after she started, and 
a considerable increase in the amount of respon- 
sibility. Several weeks later, however, the pressure 
began to tell on her to the extent that she started 
drinking on Fridays and weekends. 

Inevitably, the drinking took hold and she 
began to miss time on the job, The architect 
finally felt compelled to dismiss her when her 
behavior indicated that she was becoming in- 
creasingly paranoid. Her inability to tolerate sus- 
tained pressure gave new emphasis to the im- 
portance of our evaluation procedures at the 
point of discharge, as well as suggesting the need 
for providing outpatient therapeutic support as 


a part of the disposition plan for at least certain 
patients, 


DISCUSSION 


From the foregoing account, it can readily 
be seen that we learned by trial and error 
to work more effectively in the area of 
rehabilitation. It will be useful to bring 
together some of the lessons which have 
already been mentioned above as well as 
specifying additional considerations. 


1. The Patients 


We learned to consider a whole host of 
factors in evaluating a patient's suitability 
for a job. Among other things, we had 
to consider his work history, his motivation 
to work, the meaning to him of the particu- 
lar position for which he was to be nom- 
inated, and the extent to which we had 
treated and solved his core problems. 
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2. The Staff 


We learned to be more sensitive to, and 
aware of, our own motivations. Our need 
to move patients led us, initially, to put 
patients to work to avoid losing job op- 
portunities being offered, even if the 
patient-job match was not appropriate. 

We later became willing to take the 
calculated risk of trying patients in com- 
munity placements even if they were not 
completely ready, as a way of increasing 
their motivation to leave. This philosophy 
could and did backfire in that the patients 
did not always succeed, but the failure 
often served to clarify the problems need- 
ing to be resolved before a successful out- 
come might be achieved. 

In some cases, however, the results were 
so adverse as to set the patients back con- 
siderably. In all cases, it was essential that 
the employer be clearly informed in ad- 
vance about the staff’s thinking and be 
willing to accept failure by the patient 
without becoming sour about the program. 

We found several employers who were 
willing to bear the cost and inconvenience 
of turnover, but the jobs were generally 
low-level ones where turnover was likely, 
even with nonpatients. 


3. The Community 


Other factors—related to the job com 
munity—to which we learned to give our 
attention included the motivation of 
would-be employers, the conditions of 
employment (hours, wages, duties, etc.) 
and the attitudinal climate which woul 
be provided by the patient’s co-workers 
and supervisors. 


4. Follow-up 


The need in doing follow-up extended 


not only to determining how well w 


Waw 


patient was performing his work, but also 
to counseling his employer or supervisor 
with respect to supervisory techniques ap- 
propriate to the given patient. 

Because of this, follow-up obligations 
outstripped the coverage which could be 
provided by the writer alone, and there- 
fore was not always adequately provided. 
This function is so vital that those plan- 
ning rehabilitation programs must make 
sure it is given proper emphasis. 


5. Meeting Patients’ Social Needs 


As time went on, it became apparent that 
work, although very important, was not 
the complete issue in rehabilitation. Man 
is a social being, and rehabilitation pro- 
grams must deal with the social needs of 
the patients when they are off the job. 
While social acceptance cannot be legis- 
lated, there are ways of promoting the 
social integration of patients in the com- 
munity. The writer, for example, partic- 
ipated as a consultant member of the 
governing board of “Friendship Center,” 
a “club” for ex-hospitalized mental patients 
and those still hospitalized who were in 
the community on a pass. 

This is a unique effort sponsored by the 
San Fernando Valley Mental Health As- 
sociation and supported in part by the 
Los Angeles County Department of Parks 
and Recreation and the State Bureau of 
Social Work. 

It meets the needs of patients for a 
Place in the community to which they can 
80 and be sure of a warm welcome and 
Wholesome social interaction. A trained 
ie leader and a social worker now 
ee the activities of the club, aided by 
i Ost of community volunteers. This 


e : : 2 
x ie has met increasingly wide acceptance 
y those whom it serves, and concentrates 


nj 


>P” 
So oe Saas 
lely on socialization. No effort is made 
$ 
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to do formal group or individual psycho- 
therapy. 

We must bend our energies to the task 
of creating other means of persuading the 
general public to meet discharged patients 
as individuals rather than prejudge them 
as unacceptable because of outmoded 
stereotypes. 


6. Outpatient Psychotherapy 


It is the writer's conviction that a per- 
centage of patients who returned to the 
hospital after a stay in the community 
could have been maintained successfully 
if outpatient psychotherapy could have 
been made a part of their discharge plan. 

Under current VA regulations, the out- 
patient mental hygiene clinics are avail- 
able only to veterans with service-connected 
disabilities, and a percentage of those who 
are treated in the hospital are thus in- 
eligible for follow-up care. 

More important, the single clinic avail- 
able in the Los Angeles area has a more or 
less constant waiting list which makes 
facilities unavailable when needed for many 
of those who are eligible. 

There is a trend in the direction of 
making outpatient clinics a part of the 
hospital structure, but this must be ac- 
celerated if the type of rehabilitation pro- 
gram under consideration is ‘to be maxi- 
mally effective. 

The case of E. is an illustration of how 
such psychotherapy might be of value. He 
was hospitalized for 10 consecutive years 
before he was placed at the age of twenty- 
eight. He proved to be an excellent worker, 
although for several months he was shy 
and reserved in his contacts with other 
employees. 

He saved his money and bought a sports 
car, in which he failed one night to 
negotiate a curve at high speed and was 
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killed instantly. It was only after his 
death that we learned that he had driven 
recklessly from the time he had purchased 
the car, and it seems reasonable to suppose 
that the automobile served as a release for 
this man’s tensions. 

He had been unwilling or unable to seek 
therapeutic help from the hospital to deal 
with these tensions, but if therapy had 
been prescribed for him as part of his post- 
discharge regimen, his untimely death 
might well have been averted. 


SUMMARY AND CONCLUSION 


The main ingredients for successful re- 
habilitation programs, then, seem to be: 


(A) Adequate psychiatric care which 
deals with the patients’ major prob- 
lems to the point where, 

(B) The patient is ready to work. 

(C) The development of job oppor- 
tunities in the community. 

(D) Accurate matching of patient to job. 

(E) Adequate follow-up designed to give 
support to both patient and em- 
ployer. 

(F) The development of opportunities 
for wholesome social interaction 
in the community. 

(G) Outpatient treatment services. 


In connection with the last factor, it is 
the writer's feeling that it should be manda- 
tory at first and then used as needed after 
the relationship is cemented. Such out- 
patient treatment could be furnished by 
community agencies as well as by the releas- 
ing hospital; the main point is that unless 
it is built into the release plan, available 
evidence indicates that it will not be sought 
voluntarily (2). 

Looking at the larger picture, the func- 


376 


tion of the mental hospital has changed 
from that of the long-term custodial in- 
stitution to that of the active treatment 
center. 

We can look forward with hope to the 
time when it will serve as an emergency 
“way-station,” receiving patients whose 
illnesses were not headed off by the net- 
work of clinics in the communities served 
by the hospital, keeping these patients 
only for the period of time needed to 
stabilize them, and then returning them to 
the outpatient community clinics for the 
bulk of their treatment. 

Such a model already exists abroad (4), 
and if and when it is developed in our 
country, many of the problems dealt with 
in this paper will be much reduced, if not 
eliminated. 
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WILLIAM H. URBAN, M.A. 


Suicide: A cultural and 


_ Suicide is a cultural phenomenon of con- 
siderable importance in modern Western 
civilization. This is certainly attested to 

| by the fact that in the United States alone, 

there are between 18,000 and 25,000 known 
suicides each year. 
TA van eae has estimata that 
ie either a “successful” suicide or a 
attempt made every minute of 
every day (4). 
Beeston as to why an individual 
Bin is i the meaning” of suiciding to 
fy. , then, certainly one worth consider- 
he be the uniquely human act of 
be aia y; eae self-destruction could 
ranks A within two theoretical frame- 

Ei ee sociologic and the psychoanal- 
BAe i schools of thought added some- 

our understanding of suiciding 


b š 
Y placing the action within a theoretical 
Context, 


q 


3 


semantic view 


Following a brief discussion of these 
theories, the writer will endeavor to con- 
sider suiciding from a slightly different 
point of view in the hope that a different 
language pattern will result in different 
behaviors, new understanding, and im- 
proved control in this area. 

The sociologists, spearheaded by the work 
of Durkheim in France early in this cen- 
tury, have tended to view suiciding as a 
social problem and as growing out of the 
interaction of social forces upon the in- 
dividual. 

For example, Durkheim (2) classifies sui- 
ciding into three different types: 

There is the egoistic, which occurs when 
the individual is not closely integrated into 
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his social group. He lacks the security of 
a strongly-knit social context. 

This theory can be used to help us under- 
stand the higher rates of suiciding in urban 
areas in contrast to the more closely in- 
tegrated and socially static rural areas. It 
can be used as a partial explanation of the 
higher suicide rate in American society 
where unusual emphasis is placed upon 
social mobility. 

The second type of suiciding which 
Durkheim delineated was the altruistic. 
This occurs when the individual is very 
highly integrated into and dependent upon 
the approval of his social group. An 
example might be the soldier who willingly 
gives up his life by throwing himself upon 
a grenade in order to protect his buddies. 

The third type, the anomic, occurs in 
cases where the individual is faced with a 
sudden disruption of his typical pattern of 
social adjustment. This might occur in 
cases of sudden, unexpected wealth or 
poverty, or success or failure. 

The other theoretical school, the psycho- 
analysts, led by Freud, have been individ- 
ualoriented rather than group-oriented 
‘in their theorizing. They have tended to 
ignore the social context in which the 
individual must function. Rather, they 
have postulated internal drives within the 
individual, a death instinct or Thanatos, 
and a life instinct or Eros. 

Menninger succinctly states their theo- 
retical position with regard to suicide when 
he notes that suicide occurs when the 
destructive forces within the individual 
(Thanatos) win out over the constructive 
forces (Eros) (3, 5). 

Unfortunately, the psychoanalytic the- 
orists do not always delineate the cir- 
cumstances which bring about the as- 
cendance of the destructive over the con- 
structive. In the individual circum- 
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Stance, supposedly, suiciding occurs when 
an individual is not able to permit the 
expression of his anger and hostility toward 
a loved one but is forced to turn his unse 
ceptable aggressive impulses onto him 
self (3). 

The implications for treatment and pre 
vention are clear. The depressed, angry, 
suicidal individual is permitted and em 
couraged to ventilate his feelings to the 
psychoanalyst without fear of punishment 
or recrimination. 

The results are often quite good as long 
as the psychoanalyst provides support, but 
following the cessation of treatment, the 
probability of suicide again goes up as the 
individual has to face the same frustrations 
in his environment. 

With the introjecting of such abstract, 
nonreferential, difficult-to-identify concepts 
as Thanatos and Eros, the psychoanalyst 
have clouded the picture. Semantically, 
the sociologists have contributed more is 
the way of dealing with referential, empit 
ical data, for they have searched out. 
ecological facts which seem to correlate 
highly with increased suiciding. In recent 
years there have been extensions made of 
both theories without any spectacular 
breakthroughs in understanding, predic 
tion or control. 

Modern, nonpsychoanalytic theories have 
been developed following a close scrutiny 
of the individual case histories of suiciding 
individuals. Using post hoc logic, the | 
theorists have come to consider the sut 
ing individual to be a person who has 
reached the limit of his resources for deak 
ing with his difficulties in the & 
ways. He has failed to adapt. “ie 

Unfortunately, the “meaning” of failure | 
is highly variable and idiosyncratic, 
pending upon the cultural and so 
contexts in which the individual function 


s$ failure for one individual is 
° at all for another and only a 
Setback for a third. 

let us now look at suiciding from a 

rent point of view: 

suiciding can be considered a 

im, culturally determined occurrence. 

š apparently a uniquely human answer 

fstration and is not found in similar 
in animals. It is even unheard of in 
e societies of men. 


ng the Zuñi Pueblos, “The taking 
one’s own life . . . is entirely outlawed. 
is too violent an act, even in its 
forms, for the Pueblos to 
te. They have no idea what it 


is pattern of behavior—suiciding— 
m, is not readily available as a possible 
ion to difficulties for an individual liv- 
in the Zuñi culture. There are no word 
ns for the action and even consider- 
ding is made very difficult. 
njamin Lee Whorf has repeatedly and 
itically demonstrated the importance 
ge patterns in shaping our think- 
nd our very perception of the world 
“Us(7). Applying the Sapir-Whorf 
of linguistic relativity to suicid- 
me could deduce that suiciding is 
common in Western civilization 
it has “meaning” within our 
and a place within the greatest 
mitter of culture, our language. 
other words, there are, within our 
ge, certain patterns or configura- 
Which make suiciding a culturally 
pattern of behavior which can 
ssed, planned, and considered in 
ete seriousness. 
ast, suiciding in the Zuñi Pueblos 
Matter for serious discussion and 
considered only vaguely in a sense 
ef and humor. Oddly enough, 


Suicide 


our mores are such that suiciding is not 
clearly a socially acceptable act for us even 
though it is culturally available. 

In contrast to the Japanese with their 
formalized hara kiri, we find suiciding 
occurring in our culture only when the 
more socially approved, less drastic methods 
of working through difficulties have failed 
and when the individuals emotional 
control has broken down. 

The whole matter of suiciding, then, 
presents an interesting problem in com- 
munication. The language pattern exists, 
but because of the connotations of moral 
weakness and insanity which suiciding car 
ries with it, it is not ordinarily a matter for 
discussion within our general society or in 
the families in which suiciding occurs. 

It makes study, control, understanding, 
and prediction of suiciding very difficult. 
It is obvious from our tendency to conceal 
suicides and to deny suicidal attempts that 
suiciding carries a great sense of shame for 
most families. Perhaps a semantic view- 
ing of the matter of suiciding may not only 
throw additional light on the “meanings” 
of the act, but may permit a more objective 
consideration of the matter. r 

Taking the more empirical, denotative, 
referential view of suiciding, one can find 
suicide considered—both by the potential 
suicide and by the theorist who is consider- 
ing his behavior—as an escape from an 
intolerable life situation. This is evident 
in the content of many of the suicide notes 
which are left behind. 

Such notes often point out that the 
suiciding individual feels that he cannot 
live longer in a very frustrating, punish- 
ing situation (6). Also, even in literature 
there are many speeches which indicate 
that the great writers have considered 
suicide to be a form of escape from this life 
to a better one or simply an escape from 
irritation in order to rest. 
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Let us consider briefly the speeches of 
such famous Shakespearean characters as 
Hamlet, Brutus, Romeo and Juliet. 

Hamlet's very famous “To be or not 
to be” speech indicates his desire for rest 
and sleep, i.e., escape from the slings and 
arrows of this life. He admits that the 
principal deterrent to his suiciding is his 
fear that death is not really peaceful but 
perhaps marred by dreams. 

Brutus, on the other hand, finds suicide 
a refuge from his own conscience, which 
had been pursuing him following his 
betrayal of Julius Caesar. 

Romeo and Juliet are inadvertently 
forced into suicide in order to escape from 
a life in which their love was not possible. 
They both anticipated a rejoining with 
one another in some sort of life after 

- death. 

Thus, it is obvious from our last example 
that suiciding may be considered an escape, 
but that it is not considered actual self- 
destruction or self-negation. Indeed, man 
lacks the concrete referents, the sense ex- 
periences which could give him the proper 
denotative framework for understanding 
and giving meaning to the concept of death. 

However, our experiences do permit us 
to conceive of death in terms synonymous 
with rest, sleep, amnesia, or anesthesia. 
But there is always the expectation that 
following the rest or sleep or forgetting 
there will be an awakening with renewed 
vigor, strength and interest to a new world 
which is less punishing than the old one. 

Suiciding can have a multiplicity of 
meanings. Rest and escape are only two 
of them. There are many, many others. 
For example, suiciding may be an overt 
expression of hostility toward others. As 
was noted above, suiciding casts shame 
upon the family. This may be the goal 
for the weak, dependent, rejected individual 
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who feels the family’s shame is its jus 
punishment for neglecting and rejecting 
him as an individual. 

The suiciding person may well “mean” 
his suicide or his attempted suicide as a 
technique for forcing recognition of hit 


wishes and feelings upon those who seem ` 


to him to be ignoring them. 
explain the suicide notes which contain 
elaborate instructions which to be 
carried out following the suicide. In 
death there comes a triumph over thos 
who have ignored the individual's wishes 
in the past. In our society one is not 
permitted, even in prison, to deny the 
dying man’s request. 

On the other hand, there is the paranoid 
schizophrenic who feels beset by ubiqui- 


are 


tous, omnipotent evil forces. In suiciding I 


he has a method, which seems reasonable 
to him, for thwarting such forces. He cam 
elude their influence by taking his own life. 

One sometimes wonders if other suicides 
by more “normal” individuals are not 
based upon this escape from undue out 
side control. In much the same Way, the 
involutional, middle-aged individual who 


This may ` 


is hounded by a sense of impending ` 


physical decay may find suiciding a drastic 
but effective method for avoiding the 
imagined ravages of old age. 

The involutional woman who is cm 
cerned with feelings of guilt may “mean 
her suicide, as did Brutus, as parti 
atonement for her sins and as an Gaig 
from her own conscience. 

Finally, there are the impulsive, often 
hysterical suicidal attempts which seem to 
be a technique of dramatic communica 
tion of feelings of discontent and A 
for some individuals. Such persons any 
shout out, by their sloppy, inexact, ©) š 
ishly unsuccessful attempts at suich I 
“You have made me so miserable that 


ng this extreme measure to punish 
and to escape from you. You must 
and change.” Consider this in 
with the ritualistic, dignified, 
ly accepted practice of hara kiri. 
cannot escape the fact that suicid- 
strong cultural components which 
ft out of the realm of simply an 
fal, idiosyncratic, individual action. 
‘conclusion, the writer would like to 
This reader to consistently reconsider 
ding in terms of its cultural implica- 
its connotations, and its great 
of denotative meanings. Here is 
ñiquely human, cultural, problem- 
ing behavior which denotatively does 
“mean” self-destruction but a resolv- 
of frustration, escape from an uncom- 
fable situation, communication of anger 
lor discontent, and establishment of 
ful and restful sleep. 

We have seen that, semantically, suicid- 
s not strictly definable in a denotative 
because of the limits of individual 
experience. Let us then consider 
siding not as a simple, statistical, dichot- 
either-or action, but as a culturally 
ical, predictable behavior which occurs 
Tesponse to certain frustrations and 


" Hš 


z 
bE 


i 


suiciding can be considered 
within broad, group limits and 
controllable. Rather than deal 
the individual suicidal patient, 
not be more efficacious to work 
cultural change regarding this 


it 
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The personal emergency 
advisory service 


Very many anxious, worried and depressed large enough to demand that some E 
people are utterly ignorant of, uncertain be taken to deal with the matter. a 
about, and confused by, the many and problem has been well stated in the follow: 
varied social agencies and community re- ing words: 
sources that are available for the express “For millions of people, great cities are 
purpose of aiding such persons, hells of loneliness and frustration, with 

There are also a number of individuals ife’s problems 
es no one to turn to when life’s p 

who are fully aware of the facilities to help b too great to bear” (9). 

them but who do not take advantage of ses = 

them because of a feeling that admitting 


And again, in the words of Hirsh (7): 
their problems and their identity is too 


i suc- 
humiliating. “Every year to the 60,000 estimated E 
sp nug 
Another group of individuals, when cessful suicides and the wee he s: 
finally they are reduced to seeking help, cessful attempts must be me. a 
need that help there and then and not an thousands of alcoholics a 1. Bee 
appointment at some agency a week or so wagon and into an alcoholi ae 
later, dragging countless thousands morg a 
Be ae 3 aE 

The number of persons falling into one with them. To these Te n ae 
of these three categories in any big city is where must still be added a eve 
human crises in response to a a A 

i ions—about arents 
Dr. Bartholomew is psychiatrist superintendent, stress situations abi ie 2, separa 
and Miss Kelley is senior social worker, Department parents-in-law, about ma Th n deat 
of Mental Hygiene, Melbourne, Victoria, Australia, tions and divorces, about sudde 
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in the family, about illness and accidents 
—which go to make up the hundreds of 
thousands of people who annually be- 
come the potential object of violence, 
often ending in injury, disability or 
death. 

“What do these people have in com- 
mon? 

“First, they need help, often urgently. 
Second, with the disappearance of the 
family physician from the American 
scene—the traditional fount of counsel 
and advice—they don’t know where to 
turn for help, the central ingredient of 
which is an opportunity to talk to some- 
one. . . . Where such assistance has 
been made available, catastrophe has 
often been averted temporarily, at the 
very least, or prevented entirely.” 


Many cities throughout the world now 
are attempting to deal with these problems 
through the medium of the telephone— 
many such practices initiated because of 
Major concern for potential suicides. 

Europe has a number of cities where 
these telephone services are in operation. 
The first four cities to establish them were 
[e ingborg, Sweden; London; Berlin and 
t ae and these were followed by Frank- 
a ean: Birmingham, England; Rot- 
oa St. Gallen, Switzerland; Diissel- 

; Hamburg; Paris; and others. 

pe the United States there are a number 
J pe services, for example in Seattle, 
E : ork (with four centers), Los Angeles 
x e Francisco (5). Since the beginning 
um telephone services, the range of 
= lems presented and the advice given 
pomoca significantly, to the extent 

Jat every aspect of life is involved. 
SSW et al, (11) describe a telephone 
service, provided by the Brooklyn, 
Shera, Mental Health Association, that 
ates three afternoons per week. The 
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authors note that 1,166 persons used the serv- 
ice over an 11-month period; that slightly 
more than one-third of the inquiries were 
made by the person with the problem; 
approximately one-half were by relatives 
or friends and 11 per cent by social or 
health agencies; that the service was used 
by persons of all ages but that men and 
women between 20 and 40 years provided 
the bulk of the clientele; that some 25 per 
cent of the calls concerned children or 
adolescents (the majority boys); few calls 
were made regarding persons over 60 years 
of age; that calls for persons over 40 years 
of age were more than twice as frequent 
for women as men. 

Simon et al. further commented that the 
inquirer described a psychiatric complaint 
or specific problem in 83 per cent of the 
cases, and that for 61 per cent of the in- 
quiries the problem could be placed in one 
of three categories, viz. (a) behavior prob- 
lems, (b) interpersonal relationship dif- 
ficulties, or (c) concerned with subjective 
sensations. 

In Australia, there has been such a 
service operating in Sydney since Septem- 
ber, 1959. In April, 1960, a similar scheme 
was initiated in Melbourne, utilizing both 
the telephone and a P. O. box number for 
correspondence (3). 

As the service in Melbourne has a num- 
ber of quite unique features, and as there 
is very little literature on the subject of 
this type of organization, it was thought 
worthwhile describing the setting up and 
starting of the scheme and our experience 
during the first 23 months. 

The service is known as the Personal 
Emergency Advisory Service and is run by 
the Department of Mental Hygiene of 
Victoria. In general terms it can be 
described as a telephone and correspond- 
ence service to help people in difficulties 
and to give comfort to those who are 
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lonely or distressed but do not know where 
to turn for advice and guidance. 

Any inquirer may remain anonymous 
and the only time some identification is 
required is when an appointment is to be 
made for the caller at one of the depart- 
mental outpatient clinics or when there 
is to be any correspondence. 

The service is, in part, run by unpaid 
volunteers from the community at large 
who have undergone training. The tele- 
phone number of the service is one of the 
simplest possible—41-5678. 

The writers propose to enlarge on a 
number of different aspects of the service. 
The telephone service will be dealt with 
first as it is by far the larger part of the 
scheme, and the correspondence service 
will be mentioned at the end. 


THE AIM AND PURPOSE OF 
THE SERVICE 


It is a service to help people in difficulty 
and to comfort the lonely or distressed, 
but the emphasis is on advice and not on 
action. The caller is encouraged to talk 
at length and this, in itself, may meet their 
particular needs. This has been well- 
stated by Benson (1) in the following words: 


“In a world absorbed by its own con- 
cerns, willingness to listen attentively 


and sympathetically may be the greatest 
charity of all.” 


In a somewhat similar vein Dax (4) has 
written: 


“To be able to speak to someone at 
length has often been of considerable 
assistance to the people concerned, and 
has enabled them to solve their own 
problems; alternatively, they have seemed 
to be sufficiently relieved by their conver- 
sation to wait until they could return 
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At other times, when a problem appears 
to have been adequately presented, the 
person answering the telephone will, in 
the vast majority of cases, simply give 
advice—often suggesting a number of pos 
sible courses of action. To be of any real 
value, such a service clearly has to be a 
24-hours-a-day, 7-days-per-week organiza- 
tion and this is true in Melbourne. 
Round-the-clock service is made possible 
by setting the central telephones in a clinic 
that is open day and night throughout the 
year so that, if necessary, a member of the 
clinic staff answers the telephone and acts 
as a counselor. 

There are a very few occasions when 
the answer to the posed problem will not 
only be advice but will include some ac 
tion—an appointment made at a depart 
mental clinic, some information sent to 
the caller by mail or the police informed of 
some situation, etc. 


PUBLICITY 


The general public was made aware of this 
service through publicity in the press and 
on radio, both before the inauguration of 
the system and at intervals since then, 
through the use of television. ' 

The telephone number is also listed on 
the front page of the telephone directory 
along with other emergency numbers su‘ 
as Police, Fire, Acute Psychiatric Rece™ 
ing Centers and Public Hospitals. 


THE VOLUNTEERS 


ee sits : son was 
From the very beginning the ina A 
“3 ; , 
to run the service, in part, with Mere. 
and the first call for such personne 


EE 
from the chairman of the Mental Hygi¢™ 


: at 
Authority, Dr. E. Cunningham Dax, 


for advice to their own doctors, to an | 
outpatient clinic or to a social agency,” 
| 
i 
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a “Pleasant Sunday Afternoon” service 
held in Wesley Church in Melbourne. 

This service has a large personal and 
radio audience. 

Later, further publicity was given the 
yenture through the radio and the press, 
including church publications. Following 
this publicity some 200 individuals vol- 
unteered (about 80 per cent were female) 
and all were interviewed as to suitability 
by both social workers and psychiatrists. 

The selection was essentially on a nega- 
tive basis: everyone was accepted unless 
they were patently unsuitable. Of the 200 
volunteers, 150 started the training course. 


THE TRAINING COURSE 


This consisted of 214-3 hour sessions once 
a week for a 12-week period. There were 
two locales for the training sessions: in 
one clinic the sessions were run during 
the day, while in another hospital the 
Meetings were held at night. 

The course consisted of five lectures, for 
the first five weeks, given by members of 
the psychiatric and social work professions 
from either within or outside the depart- 
Ment. The subjects covered were: (l) 
Structure and Functions of the Depart- 
Ment of Mental Hygiene; (2) General 
Structure of the Social Services in the 
Community; (3) Symposium on Aspects of 
the Work of Certain Clinics and Receiv- 
Ing Hospitals within the Department; (4) 
The Aims and Purposes of the Personal 
Emergency Advisory Service; and (5) Inter- 
viewing Techniques. 

The following six weeks consisted of 
Stoup discussions (the total group being 
divided into subgroups for this) and role- 
paying, using hypothetical problems. 

hese were led and supervised by social 
Workers, 


The final session was a summary of the 
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previous training and an opportunity for 
any questions to be asked and answered 
in the light of all the previous lectures 
and discussions. 

Following this training the volunteers 
began their duties on a roster basis. It 
was realized, however, that the course was 
only sufficient to allow the volunteers to 
start their duties and by no means sufficient 
to consider them 100 per cent efficient and 
competent. 

To deal with “postgraduate” training 
it was decided to hold monthly meetings 
for all volunteers, in which the first part 
would be devoted to domestic matters and 
the second to consist of a lecture by a 
person knowledgeable about some aspect 
of social services—this term being inter- 
preted widely. 

During the first part of the meeting the 
domestic matters discussed would include 
criticisms of the work being done by the vol- 
unteers (inappropriate advice), suggestions 
by the volunteers as to possible improve- 
ments in the scheme and the informing 
of the volunteers as to the progress of the 
service, i.e., the number of calls handled 
each month and similar matters. The 
lectures have included such subjects as 
“Alcoholism,” “The Geriatric Problem,” 
“The Children’s Welfare Department,” 
“Retarded Children,” etc. 


THE ROSTER 


Although 150 volunteers started training, 
130 were finally available for rostering. 
It was decided that the volunteers should 
be on duty for three hours at a time once 
every three weeks and to this end a “static 
roster” was drawn up. 

For example, Mrs. X would be on duty 
from 1:00 p.m. to 4:00 p.m. on Wednesday, 
March Ist, and then again at 1:00 P.M. 
on Wednesday, March 22nd. It was 
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originally intended to have the volun- 
teers on in pairs, but with 504 hours 
to cover in the three-week period at three 
hours per person it would require 336 
individuals. 

Thus, for much of the time the volun- 
teers are not in pairs. However, there are 
two exceptions to this: (1) particularly in 
the evenings and during the night when 
husbands and wives prefer to be on duty 
together and (2) there is often an overlap 
in rostering when Mrs. X is on from 1:00 
P.M. to 4:00 p.m. and Mrs. Y from 3:00 p.m. 
to 6:00 P.M. 

Initially—based on overseas experience— 
it was anticipated that the bulk of the calls 
would be received between about 10:00 
P.M. and 2:00 A.M. and the roster was 
drawn up accordingly, with the volunteers 
covering those hours as far as possible. 
Experience in Melbourne has proved other- 
wise; the majority of our calls come between 
the hours of 9:00 a.m. and 3:00 p.m. (see 
below.) 


LOSS OF VOLUNTEERS 
AND REPLACEMENTS 


Inevitably there must be a loss of volun- 
teers through such changing circumstances 
as marriage, pregnancy, illness and mov- 
ing from the district, as well as disappoint- 
ment with the service, 

Between April, 1960, and December, 
1960, some 50 volunteers (38.5 per cent) 
resigned, and this necessitated a second 
training course for new volunteers, which 
was held between September and Decem- 
ber 1960. The second group of volunteers 
was obtained without any additional 
publicity, the individuals coming forward 
themselves as a result of reading articles 
publicizing the service, or through friends 
who were among the original 130 volun- 
teers. 
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The second group was selected and 
trained in the same manner as the first. 
There were some 60 initial applicants 
reduced to 30 by interview and to 26 
through the training course. A year later 
(September to December 1961) a third 
training course was started in order to 
augment the ranks depleted through 
resignations. 

Through publicity in the press, inter- 
ested people were invited to come forward 
and offer their services. Some 300 persons 
were interviewed as a result; 70 men and 
women commenced the course, and 40 new 
names were added to the roster at the end 
of the course. 


WORKING TECHNIQUES 


The telephones are permanently night- 
switched through to two booths so that 
they ring there and not on the main ex- 
change. The booths have on their walls a 
great deal of information that is of use to 
a person answering a problem: names, 
addresses and telephone numbers of the 
main statutory and voluntary agencies, 
taxi services, mental hospitals and psychi- 
atric clinics, public hospitals, church coun- 
selors nominated by the churches con- 
cerned, police, etc. 2 
The telephone sits on a bench and beside 
it is a pile of cards that are filled in by the 
person taking the call. The card is not 
elaborate but has space for the date, time, 
sex, problem presented, advice given, and 
signature of the telephone counselor. These 
should be completed in every case. There 
is also space for name, address, age, religion, 
Occupation and previous psychiatric his- 
tory, which should all be filled in if the 
information is volunteered by the caller. 
The volunteers are invariably able to seek 
advice, if in difficulties, from one of the 
clinic staf_—during working hours usually 
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TABLE 1 


Distribution of telephone calls and letters on a monthly basis 


Telephone Calls Letters Total 

April (1960) 129 (201) 22 (2) 151 (203) 
May 261 (260) 13 (D 974 (261) 
June 153 (243) 1 () 164 (244) 
July 138 (241) 4 (1) 142. (242) 
August 120 (208) 9 (2 129 (910) 
September 106 (285) 6 (0) 112 (285) 
October 162 (256) 8 (8) 170 (264) 
November 197 (235) 5 (2) 202 (237) 
December 169 (830) 3 (0) 172 (850) 
January (1961) 167 (299) 1 (0) 168 (299) 
February 160 (185) 2 () 162 (186) 
March 152 3 155 

Total 1,914 2,743 87 18 2001 2,761 


(The figures in parenthesis are those for the months in the second year of operation—April, 1961, to 
February, 1962.) 


The distribution of the calls in terms of 
the months, days of the week and time of 
the day are shown in Tables 1, 2 and 3. 
DISTRIBUTION OF TELEPHONE CALLS To some extent, the variations in the 
As has been noted, the majority of the monthly rates, €-8-, May 1960, are attribut- 
calls tend to be between 9:00 a.m. and able to bursts of extensive publicity through 
3:00 P.M., and the peak period within that all media of mass communication. 
six hours is between 9:00 A.M. and 10:00 In November, 1960, the smaller increase 
he over the mean monthly average correlates 


from a social worker and at night from 
the senior psychiatric nurses on duty. 


TABLE 2 


Distribution of telephone calls in terms of the day of the week 


Telephone calls and percentages 


April 1960-March 1961 April 1961-February 1962 

inclusive inclusive 
Monday 319 16.6% 464 16.9% 
Tuesday 340 17.7% 448 16.3% 
Wednesday 290 15.1% 372 13.5% 
Thursday $22 16.7% 890 14.2% 
Friday 289 15.1% 363 13.2% 
Saturday 207 10.8% 355 12.9% 
Sunday 147 7.6% 351 12.4% 
Total 1,914 2,743 


(The figures for the letters are too small to be of value set out in this manner, but the majority are 


Teceived on a Monday or Tuesday.) 
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TABLE 3 


Distribution of telephone calls in terms of the hours of the day 


Telephone calls and percentages 


April 1960-March 1961 


April 1961-February, 1962 


inclusive inclusive 

9:00 a.ot.-12:00 noon 583 30.5% 675 24.6%, 
12 noon-3:00 p.m. 432 22.5% 596 21.7% 
8:00 P.at-6:00 p.M. 835 17.5% 411 14.9% 
6:00 pr.u.—9:00 P.M. 259 18.5% 421 15.38% 
9:00 P.Mt-12 midnight 189 9.8% 253 9.2% 
12 midnight-9:00 A.M. 101 5.2% 135 4.9% 
Not recorded 15 +. 252 9.1% 
Total 1914 2,743 


(The large number of unrecorded times in the second year of operation is almost entirely attributable 
to the months of December, 1961, and January, 1962. The December figures were considerable when stall 
was short and many of the calls were simple inquiries for facts. In January many of the calls were in 
relation to “bush fires.” There is reason to Suppose that most of these calls were received between the hourt 


of 9:00 A.M. to 5:00 p.ar. 


with the appearance of the Personal Emer- 
gency telephone number on the front page 
of the new telephone directory. 

The increase in December, 1961, was 
largely due to general questions relating to 
the availability of doctors and dentists 
over the Christmas holidays and also 
inquiring about which chemists were open 
during the same period. 

The large number of calls in January, 
1962, was in part attributable to the 
severe and extensive “bush fires” that were 


burning at that time near Melbourne. 


TYPE OF CALLER 


With anonymity (about 55 per cent remain 
anonymous), it is not possible to analyze 
the callers with any degree of accuracy, and 
it can be said that females have been 
more numerous than males in the ratio of 
about 2:1. Further, the age range covers 
a considerable spectrum—from under 91 
to well over 70 years. 
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THE PROBLEM PRESENTED 


These have been of every conceivable 
type—from trivial to serious and from 
medical to problems regarding transport 
and the Postmaster-General’s Department 
An attempt at a broad, general breakdown 
of the problems suggests that the main 
categories are: 


(1) Emotional, which includes minor men- 
tal illness (20 per cent). 

(2) Mental illness—either in the caller oF 
a third person (10 per cent). 

(3) Family and social problems (10 per 
cent). 

(4) Problems relating to alcohol (6 p% 
cent). od 
(5) General problems, many concern 
with loneliness in the aged (10 per cent). 
(6) Inquiries regarding the Postmaster 
General's Department and mostly relating 
to the telephone (25 per cent). i 
(7) es A information regarding 
doctors, dentists, and chemists etc» mn 
weekends and public holidays (14 per cent; 
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figures given represent approximate 
tages over the first 28 months of 
mation. The incidence of inquiries in 
æ last two categories has gradually in- 
sd over the months and very largely 
punts for the increase in the average 
hly calls when the first 12 months is 
p with the second 11 months. 

is hoped that the position can be 
d by changing the layout of emer- 
numbers in the next, and subse- 
Bent, telephone directories and also by 
dicating that the Personal Emergency 
sory Service is more largely concerned 
psychiatric problems than with 
ering jroutine day-to-day questions. 

part from these main categories of 
quiry, many other problems are presented 
lating to physical health, retarded 
dren, legal matters, finance—partic- 
hire purchase—spastic children, ac 
Ommodation, employment and many other 


Tt must be appreciated that these groups 
Werlap to a very great extent, particu- 
ly when the problem may not be well- 
pressed by the caller, or well-compre- 
ended by the volunteer making the 


ON TAKEN AND ADVICE GIVEN 


advice given to the caller, in many 
, is not one simple course of action 
ut may be a number of suggested pos- 
bilities. It could be that the problem 
Presented allows of a definite answer, but 
M most cases there are a number of pos- 
‘ible courses of action. 
P For example, when the problem concerns 
Marital disharmony, contacting the local 
general practitioner, a church counselor 
ot making an appointment with the Mar- 
lage Guidance Council are equally reason- 
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When the caller indicates that either 
she, or the person she is telephoning about, 
is probably “mentally ill," an appoint 
ment can be made for him to se a 
psychiatrist at a departmental outpatient 
dinic within 24 hours (or 72 hours over 
the weekend) without a further appoint 
ment. 

One outpatient clinic (The Observatory) 
originally set aside one hour per working 
day (12:00 noon to 1:00 PM.) to see 
patients referred to them in this way (2). 

Lately, because of shortage of staff, 
referrals have been on an appointment 
basis and are invariably within 24 hours. 
It must be appreciated that anyone severely 
mentally ill can be seen at any time by à 
doctor working in one of the Acute Psy- 
chiatric Receiving Houses, and that these 
facilities are quite distinct from this par- 
ticular Service. 

In order that the emergency system can 
work as smoothly as possible, the caller who 
is to be referred to the outpatient clinie 
has to give either his name or some 
identifying data in order that the clinic 
can be advised about the prospective 
patient and the nature of the problem. 

When the problem, as stated over the 
telephone, concerns: (a) complex family 
and social relationships; (b) finance; (c) sex 
(usually homosexuality); (d) alcohol; or 
(e) matters of possibly criminal import, the 
caller is advised to contact another depart- 
mental outpatient clinic (The Alexandra) 
that will see anyone without an appoint- 
ment on any working day. 

The family, social and financial problems 
are investigated by a social worker, while 

the alcoholic, sexual and criminal problems 
are investigated by a psychiatrist inter- 
ested in such matters. 

Should the caller say Or indicate that 
she is thinking of taking her own life, she 
is referred immediately to the Alexandra 


389 


Clinic, if necessary in a taxi paid for by 
the Clinic. If the counselor considers the 
caller very disturbed but unco-operative, 
the mobile police are advised. 

Of the total of 1,914 calls in the first 
year of operation, 182 have attended the 
Observatory Clinic and 179 were seen at 
the Alexandra Clinic. These figures are 
certainly an understatement, for callers ad- 
vised to attend the Alexandra Clinic are 
not required to be officially referred, 

Therefore, to know the number of 
patients attending through the telephone 
service means that the patient must volun- 
teer the information, Also, in the early 
days of the service patients were referred 
to the Observatory Clinic in the same way. 
Thus, these two mental hygiene clinics 
dealt with a minimum of about 19 per cent 
of the callers. This percentage is smaller 
when the figures for the entire 23 months 
are considered (587 persons attending 
either one of the clinics out of a total of 
4,657 calls or 12.6 per cent), this being due 
to the increase of calls of “nonpsychiatric” 
type. 

Other advice given includes contacting 
the local general Practitioner, church 
counselors, voluntary and Statutory agen- 
cies, solicitors, as well as other sections of 
the Mental Hygiene Department, 

The only other time a caller is required 
to give identifying data is when the service 
is asked to recommend the name of a 
private psychiatrist for consultation. Rather 
than suggesting names to callers, the prac- 
tice is to forward a list of Private psychia- 
trists in Melbourne who are members of the 
Australian Association of Psychiatrists and 
who have agreed to having their names 
used in this way. 


CORRESPONDENCE SERVICE 


This is essentially the same as the tele- 
phone service except that, obviously, the 
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t 
writer must give an address and some 
name. The service by letter is not very 
large as compared with the telephon 
service and represented about 5 per cen 
of the total use made of the whole service 
in the first year and only 2.2 per cent of 
the whole service in the 23 months. Th 
address for the letter service is a P.O. Box. 
Number (P.O. Box 35, Fitzroy). The 
letters are all answered by a social worker, 


COMMENTS 


That there should be over 4,500 calls in the 
first 23 months and over 100 letters clearly 
indicates the value of such a service. How- 
ever, there are a number of comments 
that may be made. 

First, although 4,500 calls in 23 months 
sounds impressive, it only represents 6 t 
8 calls per day, and as some days are much 
busier than others, it means perhaps 12 
calls one day and only 1 or 2 the et 
This is not to suggest that the service is 
not fulfilling a real need but demonstrates 
that running such a service with volunteers 
presents very real problems. ee 

The volunteers (a) may get bored in that 
they may spend many hours (over a period, 
of months) without receiving one call, or 
(b) they will have so little to do that they 
can never become really expert. 

Then again, as the majority of the calls 
tend to come between 9:00 A.M. and 10:00 
A.-M., they are answered by the clinic staff, 
as this is a time when volunteers are hard 
to get. Most of our volunteers rostered 
at this time get to the clinic about 9:30 A.M. 
after driving their children to school or their 
husbands to work. Another great difficulty 
with volunteers is the holiday periods a " 
the majority of the calls are dealt with by 
the clinic staff. ! 

It would seem that over the 23 moni 
the volunteers have answered about 354 
Per cent of the calls; a range of 10 per cen 


is given, as the percentage is different for 
the different times of the day (the lower 
figure being applicable to the hours 9:00 
A.M. to 5:00 P.M., and the higher figure for 
the period 5:00 p.m. to 9:00 P.M.) 

The range of calls taken by the volun- 
teers on a month-to-month basis is 18 
per cent to 64 per cent. The conclusions 
forced upon one by these facts are (1) Are 
volunteers the best method of staffing such 
a service? (2) If they are, then such a 
service must be housed in a full-time clinic 
so that when volunteers are not present 
the resident staff can continue answering 
the telephone, and (3) A great deal of time 
will be spent training batches of volunteers 
to augment the constantly depleted ranks. 

Over the 23-month period there have 

en surprisingly few obviously hoax calls 
—not more than 12 have been received. 
These have usually followed extensive 
publicity and have been easy to detect. 
Nevertheless, in all instances, calls are 
dealt with seriously. 

Over the same period the volunteers 
have had to show considerable patience 

ith about 15 callers who use the service 
Tegularly, either to make extensive demands 

r express patently paranoid ideas. These 
callers have been listed in the booths with 
the suggestion that they merely be listened 
to patiently, 

The veto on personal follow-up by volun- 
pss and the insistence that they, too, re- 
Main anonymous, has been the most diffi- 
cult instruction for some to observe. In 
one instance where anonymity was not 
Maintained, the consequent complications 
pea dependency relationship was a salutary 
Xperience, 
oa thought that the ability of the caller 
a ae anonymous has enabled many to 
vice and help in situations which, 
Se reasons, they have been previ- 

y unwilling to discuss. In another con- 
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text, Goldman (6) has mentioned the value 
of anonymity and the public 


“need and readiness for more under- 
standing and interpretation of human 
behavior.” 


It might be of value if there were as 
much follow-up as possible. General prac- 
titioners, marriage guidance counselors, 
clergy, etc., should be encouraged to feed- 
back information regarding the patients or 
clients that they see as a result of this type 
of service. Such a process would be of 
value in maintaining interest among the 
volunteers as well as allowing the real value 
of the service to be assessed (11). 

The use of volunteers in this manner is 
alleged to have some value in terms of 
stimulating community interest in mental 
health and breaking down the barriers that 
have kept mental illness quite distinct from 
physical ill health. 

This point of view could be investigated 
with advantage, for it would seem from 
our limited experience that the majority of 
the volunteers are persons of very liberal 
outlook already, in many cases involved in 
other forms of social service and not in 
need of any special community education. 

On the other hand, a number leave the 
service as a result of frustration, anx- 
iety or boredom and take away anything 
but an enlightened point of view regarding 
mental hygiene and mental illness. 

The above comments and criticisms are 
not to be interpreted as being directed to 
the service itself but rather at the service 
as it is now operating. A service like the 
one described takes time to set up and even 
longer to bring to a reasonable degree of 
efficiency and smooth functioning. 

The main problems at present center 
around the employment of volunteers and 
the fact that they often have to spend many 
hours “waiting” for the telephone to ring. 
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Thus, to increase the number of calls (but 
not with inquiries regarding how to use 
a telephone!) would be one method of deal- 
ing with the difficulty. 

Such an increase could be brought about 
in two main ways. The first is by more 
intensive publicity (note the increase in the 
calls in May, 1960, and to a lesser extent in 
November, 1960, as a result of such activ- 
ity), and the second is by enlarging the 
scope of the service. 

This latter might be achieved by using 
the service as an integral part of a follow-up 
technique for ex-patients. If the volunteers 
were fully occupied they would be more 
contented; feeling they were doing a worth- 
while job, they would then tend to be more 
regular in their attendance and the pub- 
licity that they would themselves give the 
service in particular, and the Mental Hy- 
giene Department in general, would be 
wholly favorable. 
> it is considered that before 
initiation of further services of the type 
t use volunteers, in part or entirely, con- 
sider ble thought should be given as to the 

bility of using such assistance as op- 
osed to one or two trained social workers 
who would be both expert and reliable. 
aR y. whatever comments and criti- 
cisms may be leveled at such a service, it is 
the beginning of psychiatry leaving the 
mental hospital and going out into the 
community, recognizing that its job is not 
only caring for and treating the ill but 
endeavoring in a practical manner to pre- 
vent gross mental ill health and perhaps 
much socially deviant behavior (8). 

It is probable that such a service as has 
been described will eventually lead to a 
great deal more domiciliary consultation 
and treatment, a field pioneered by Que- 
rido (10) in Amsterdam. 
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s Purpose of this paper is to present a 
mat for the simplified, systematic assess- 
mt of mental health, the formulation of 
Opriate recommendations for remedial 
TYices, and the planning of counseling (7). 
It is our contention that such systematic 
ques, when incorporated into the 
ces of key professional groups, will 
Attribute much to meeting more effectively 
me needs of individuals with a wide range 
š emotional and social problems (5). 
spite the remarkable growth and im- 
nent in psychiatric facilities in the 
‘two decades (1), the general physician 
Minister are the primary sources 
services provided for individ- 
diagnosable psychiatric dis- 
of mild and moderate severity(4). 
Variety of reasons, it is not possible, 
Socially desirable, to supplant the 
ng services of the general physician, 


health assessment and counseling 


the minister, and others with a psychiatric ` 
monopoly in dealing with the effects of the” 
emotional and social stress of living (@). | 
It is desirable, and increasingly urgent, 
that we make more effective use of the vast 
manpower and skill of these key groups in 
filling unmet needs for mental he 
remedial services (2, 9). ay 
Planning and action designed to utilize 
more fully the skills of the general physician 
and minister must be based upon the 
recognition of several key considerations: 
(A) These professional groups are already 
—with varying degrees of skill and train- 
ing—performing mental health functions 
and are so perceived by the general public; 
(B) The mental health aspects of their 
work must, of necessity, be secondary to the 
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many other additional responsibilities 
physicians and ministers carry; 

(C) Additional mental health responsi- 
bilities can be assumed by the physician and 
minister only when they are presented with 
logical, systematized, and rational tools 
which can be incorporated within the 
framework of their training, function, and 
setting. It must, above all, be clear to the 
physician and minister that the assumption 
of added mental health responsibilities 
enable them to perform more adequate 
services for those under their care; 

(D) Training courses in mental health 
must be short, specific, and directly per- 
tinent to problems faced by the professional 
person. Too often, short training courses 
for physicians and ministers subject the 
trainee to a barrage of psychiatric jargon 
which only confuses and repels him. 

An equally serious mistake made in such 
courses is the attempt to indoctrinate the 
trainee with the frame of reference of the 
psychiatrist, when this may not be possible 
or necessary. With this in mind, the staff 
of The Bradley Center developed the fol- 
lowing systematic approach to mental 
health assessment, an approach we have 
incorporated into a training program for 
physicians, ministers, and social workers. 


THE MENTAL HEALTH 
ASSESSMENT KIT 


A mental health assessment kit consisting 
of the Cornell Index, the Mooney Problem 
Check List, a one-page face sheet, a Bio- 
graphical Questionnaire, and an Informa- 
tion Check List was assembled after pre- 
liminary trials with 156 nonpatient 
volunteers and 150 outpatients of the 
Center. 

The Biographical Questionnaire is a 
nine-page form developed by our staff 
which permits the individual to describe, 
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in essay form, key information about such 
significant areas of his past and present 
life as occupation, school history, marriage, 
relationship with parents, social and cul- 
tural interests and activities, religious in- 
terests and activities, and others. The 
Information Check List covers these same 
areas, but makes use of the individual's 
ratings of some of his key experiences and ` 
attitudes. 


INSTRUCTIONS TO THE SUBJECT 


The Mental Health Assessment Kit may 
be administered either individually or in 
groups. Group administration requires 
the presence of a proctor who reads direc 
tions from an especially prepared manual. 
One proctor may supervise the administra- 
tion of the kit to as many as 15 individuals. 
When the kit is administered individually, 
the professional person or his secretary 
briefly describes the purpose of the tests 
reviews the simple instructions, and permits © 
the individual to take the kit home so that 
it may be filled out in privacy and returned 
when completed. 


THE SUMMARY AND COUNSELING 
WORK SHEET 


It was clear that in order to make effective 
use of the information obtained from the 
Mental Health Assessment Kit, a simple 
method of organizing the data must be 
available. This method should permit i 
ordering of data so that the prore 
person without psychiatric training Mere 

be required only to make relatively simp’ 
guided judgments and decisions. 

For this purpose the three-page Son 
and Counseling Work Sheet was develope : 
The first page of this form contains pie 
for summarizing and rating eight key 1° 
areas of life; the second page is devote 
to summarizing and rating symptoms i 


emotional distress, physical complaints, 
and over-all life functioning; the third 
page is used for formulating recommenda- 
tions for needed remedial services and for 
planning and reporting on counseling 
interviews. 


ROLE AREA SUMMARIES 
AND RATINGS 


Role-functioning is a frame of reference 
which is quite familiar and acceptable to 
psychiatrist, general physician, minister, 
and others for studying the adjustment of 
individuals. All individuals perform var- 
ious roles in life—husband or wife, child, 
parent, employee, church member, citizen 
of the community. Our relative success 
or failure in fulfilling these roles deter- 
mines to a large extent what kind of people 
we are. 

With this in mind, the first step in this 
Mental health assessment method is the 
summary and rating of information per- 
tinent to eight major role areas. The first 
page of the Summary and Counseling Work 
Sheet is divided into eight boxes in which 
information about role areas may be sum- 
marized and rated. The selected role 
areas are as follows: 


1, Occupation 

2. School 

3. Role as child with father 
4.Role as child with mother 
5. Marriage 

6.Role as parent 

T. Religious adjustment 

8. Social-recreational adjustment 


ae primary source of information for 
i; eg and rating the role areas 
k A Biographical Questionnaire, with 
EN eon from the Mooney Prob- 
heck List, the Information Check 
St, and the face sheet. When the 
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pertinent information has been studied 
and summarized, each role area is rated on 
a six-point scale ranging between the 
extremes of “unmistakable evidence of 
very poor role functioning” to “unmistak- 
able evidence of very satisfactory role 
functioning.” 

At this point it should be noted that 
a manual has been prepared which provides 
step-by-step instructions for the use of these 
methods. The manual also includes some 
general definitions and guidelines to be 
used in arriving at ratings for each of the 
role areas. The manual is constructed so 
that it may be used as the text for a work- 
shop for training professional persons in the 
use of these techniques. 


EMOTIONAL DISTRESS SUMMARIES 
AND RATINGS 


Experience in the use of these methods 
made it clear that the analysis of overt role 
behavior, even when reported carefully 
and objectively by the subject, may fail to 
convey the entire picture of the individ- 
ual’s mental health, Some measure of the 
individual’s inner state was required to 
complete the picture. 

To serve this purpose, a rating of Emo- 
tional Distress was devised. Emotional 
distress as defined here refers to the overt 
experience of unpleasant emotions and 
symptoms of psychogenic origin. The 
evidence used to evaluate the existence of 
emotional distress is obtained primarily 
from the Cornell Index and is supple- 
mented by additional information obtained 
from the Biographical Questionnaire and 
the Mooney Problem Check List. 

A four-point scale ranging from “little 
or no distress” to “severe distress” is used 
in arriving at ratings. To simplify the 
rating task of professional persons who are 
not trained psychiatrically, the manual of 
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instructions contains quantitative guides 
in terms of cut-off scores on the Cornell 
Index. 

Thus scores of 8 or less are considered 
indicative of little or no distress; scores 
of 9 to 12 may indicate mild distress; 
scores of 13 to 22 may indicate moderate 
distress; and scores above 23 are considered 
indicative of severe distress. 


PHYSICAL COMPLAINTS SUMMARIES 
AND RATINGS 


The assessment of physical health is ob- 
viously the responsibility of a physician. 
There are times, however, when an in- 
dividual consulting a nonmedical counselor 
may be suffering from physical complaints 
for which he has not sought medical exam- 
ination or treatment. 

It is certainly not the responsibility of 
the nonmedical professional person to 
diagnose physical ailments, but he does 
have the responsibility for remaining alert 
to physical complaints which may warrant 
referral to a physician. The nonmedical 
person using this assessment technique is 
requested to summarize and rate the 
physical complaints mentioned by the 
client in the Biographical Questionnaire, 
the Mooney Problem Check List, and the 
Cornell Index. Ratings are based upon 
a four-point scale ranging from “no physical 
complaints” to “severe complaints.” 


RATING OVER-ALL FUNCTIONING 


The rating of over-all functioning is es- 
sentially the assessor’s general, global 
opinion of the individual’s effectiveness 
and efficiency in fulfilling his various roles 
and responsibilities and in meeting his 
personal needs. To arrive at this rating, 
the professional person briefly reviews his 
summaries and ratings of the eight role 
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areas and emotional distress and assigns 
one of the following ratings: 


Group 1: Individuals manifesting ade- 
quate, satisfactory adjustment 

Group 2: Individuals having trouble- 
some, moderate problems of 
adjustment 

Group 3: Individuals having major, 
severe problems of adjustment 


The manual of instructions offers a 
number of suggestions and guides for 
selecting the most appropriate rating. It 
should be noted that in spite of the 
availability of various suggestions and 
guides, the free use of the professional 
person’s own judgment is strongly urged. 


FORMULATING RECOMMENDATIONS 


Individuals who have been rated as having 
achieved satisfactory adjustment obviously 
do not require remedial services. Those 
individuals judged to have moderate or 
severe problems may require services which 
either can be provided by the professional 
person conducting the assessment or which 
require referral to appropriate sources of 
help. 

In order to assist the professional per 
son in formulating the most effective 
recommendations, the manual of Da a 
tions suggests that he study the listing ° 
eight possible remedial services: 


1. General Counseling 

2. Psychiatric Examination and/or Treat 
ment 

3. Medical Examination and/or Treat- 
ment 

4. Marital Counseling 

5. Religious Counseling 

6. Vocational Counseling 

7. School Counseling 

8. Child Counseling 


A brief review of the summaries and 
ratings of role areas, emotional distress, 
and physical complaints should clearly 
pinpoint the significant problems and the 
remedial services most likely to provide 
help. 

For example, psychiatric examination 
may be the recommended service if the 
rating of emotional distress indicates 
severe problems while the role ratings are 
generally on the positive side. In another 
case, the role ratings may indicate severe 
problems in the marital area and in the 
vocational area, leading the assessor to 
consider the advisability of recommending 
marital counseling and vocational counsel- 
ing. 

To determine the relative urgency of 
Various needs, the professional person rates 
the degree of need for service. A three- 
point rating scale ranging from “the service 
may be useful, but is considered optional” 
to “the service is urgently required and 
should be very strongly recommended” is 
used, 

When all of the above has been com- 
Pleted, the professional person is requested 
to outline briefly his plan for communicat- 
Ing his findings and recommendations in 


an interview with the individual under 
Study, 


DISCUSSION 


Because of the magnitude of mental health 
Problems in our society and the urgent 
Need for using every potentially effective 
Tesource to deal with these problems, we 
“a attempted to develop a workable 
a approach to mental health as- 
— and counseling. These methods 
be incorporated into the everyday 
an of key professional groups already 
aung with a large variety of emotional 
and social problems. 
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The methods described in this paper 
have been tested and refined over a four- 
year period—between 1957 and 1961. 
Originally, we designed a rapid, economic 
method for conducting a “mental health 
checkup,” hoping this would have wide 
applicability and become a key factor in 
community-wide preventive mental health 
programs. First, we administered our old 
kit and the MMPI to 102 volunteer non- 
patients from all walks of life and to 150 
outpatients of The Bradley Center. Later 
we conducted somewhat similar evaluations 
on 54 volunteer employees of a local in- 
dustry, distributed between the occupa- 
tional ranges of truck driver to executive. 

During early 1960 we redefined our goals 
in terms of training physicians and minis- 
ters in our methods. At that point we con- 
ducted workshops with one group of each 
profession. We also trained three social 
workers in a local agency in our techniques. 
We aimed at obtaining evidence which 
would allow us to determine the nature 
and amount of training required by non- 
psychiatric professionals in our methods, to 
see if the techniques could be adapted to 
their everyday duties, to obtain suggestive 
evidence about the value of our methods 
in assessing and meeting human needs, and 
to determine the reliability of ratings by 
such professional persons as compared to 
the ratings of a psychiatric team. 

Sixty-seven cases prepared and rated by 
the professional counselors and the psychi- 
atric team were used in our reliability 
study. The results of the workshop were 
sufficiently productive to enable us to pre- 
pare a detailed workshop manual for use 
in group instruction. 

The group participants were highly 
favorable as indicated by verbal opinions 
and continued participation. The results 
of the reliability study are presented in 
Table 1. The ratings used are as follows: 
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TABLE 1 


Reliability of Ratings of Psychiatric Team and Nonpsychiatric 
Professionals (contingency coefficients) 


GROUP N 
1 2 3 
Social Work 20 .87 .83 .86 
Physicians 20 -68 .67 .82 
Ministers 27 89 .81 84 


== 


(1) Occupation (2) School (3) Relations 
with Father (4) Relations with Mother 
(5) Marriage Adjustment (6) Relations 
with Children (7) Religion (8) Social Ad- 
justment (9) Emotional Distress (10) Health 
(11) Over-all Adjustment. 

A brief review of the table indicates that 
while 7 of a total of 33 coefficients fall below 
our minimal desirable C of .70, the reli- 
ability of ratings is surprisingly high and 
compares quite favorably with the reliability 
of intrastaff ratings obtained in the pre- 
vious study. 

Finally, during 1960-61, we proceeded 
to organize two additional workshop groups 
consisting of 8 physicians and 14 ministers. 
Our objective this time was to obtain, in 
a systematic manner, the opinions of 
physicians and ministers about the effect- 
iveness and economy of our techniques in 
the assessment, counseling and referral of 
individuals with various problems. 

A total of 218 evaluations were returned 
by the physicians and ministers. They 
indicated that the use of the Kit had, in 
113 cases, provided them with much more 
understanding than they would have ob- 
tained through the use of their usual 

methods; 82 cases provided moderately 
more understanding; 16 cases provided the 
same amount; 4 cases provided moderately 
less and 1 case provided much less under- 
standing. 
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When asked to rate the amount of time 
required for using these techniques ai 
compared to usual information-gathering 
procedures, 137 reported using much les 
time; 61, moderately less time; 14 reported 
using the same amount of time; and 2 
reported using more time. 

In 147 cases the counselee accepted the 
recommendations of the counselor, in 2% 
cases he did not, and in 27 cases the coum 
selor did not know if his recommendations 
were accepted. The counselee’s reaction 
to the use of the Kit was characterized a$ 
very favorable in 94 cases, moderately 
favorable in 78 cases, neutral in 25 cases 
moderately unfavorable in 6 cases, and very 
unfavorable in 10 cases. 

In rating the over-all usefulness of these 
techniques in meeting the needs of 
counselees, 99 were rated as very successtur% 
75 moderately successful, 27 neither sue 
cessful nor unsuccessful, 8 moderately um 
successful, and 10 very unsuccessful. j 

We concluded that the overwhelming 
opinion of the participants was that the 
use of these techniques permits them to 
obtain a greater degree of understanding 
of their counselees with significant ava 
of time over previously used methi a 
that most counselees react favorably to t° 
use of these methods and accept the recom 
mendations derived from them; and that hg 
whole process permits the counselor tO 


a more effective job in meeting the needs 
of his clients. 

The large number of cases collected 
within a period of 7 months (not including 
a sizable number of case evaluations not 
yet returned by overburdened physicians) 
is an indication of the successful transla- 
tion of training into careful, systematic 
remedial work for large numbers of 
troubled people. The feelings of many of 
the participating physicians and ministers 
may be honestly represented by the words 
of one who said, “In using the Kit I usually 
begin counseling where, up to this time, 
I left off.” 

We are now searching for additional 
funds which will allow us to demonstrate 
that these same methods and techniques 
can be successfully applied, as above, even 
in distant communities having their full 
share of problems but an inadequate share 
of resources for dealing with these prob- 


If our work continues to progress, we 
believe we will be but one step removed 
from making it possible for every adult to 
obtain a “mental health checkup” and to 
be rendered effective “first aid.” In this 
sense, we sincerely believe our work, along 
With related research activities of other 
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groups, offers real hope for a breakthrough 
on the stalemated “prevention” front in 
mental health. 
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Community attitudes 


toward family care 


In the not-too-distant past, mental hospitals 
were often constructed in relatively isolated 
locations and tended to be self-sufficient, i.e., 
relatively independent of the activities of 
the nearest community. 

The growth of cities and the mushroom- 
ing of suburbs has often tended to bring 
the mental hospital into the mainstream 
of community life, and the institution finds 


$$ 5 
Mr. Bowen, formerly research social worker at the 
Veterans Administration Hospital in Marion, Ind., 
is now research social worker at the Veterans Ad- 
ministration Hospital in St. Louis, Mo. 


Dr. Fischer, formerly research psychologist at the 
VA Hospital in Marion, is currently assistant pro- 
fessor of psychology at the University of Oklahoma. 


This study was completed in association with the 
Psychiatric Evaluation Project of the Veterans Ad- 
ministration Hospital, Marion, Ind. 


1Bockoven, J. Sanbourne, “Moral Treatment in 
American Psychiatry,” Journal of Nervous and 
Mental Disease, 124(August and September, 1956), 
167-194, 292-321. 
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itself increasingly dependent upon com 
munity acceptance for the continuance of 
its programs. Beyond mere acceptance 
Bockoven 1 has advocated more participa 
tion by the community in hospital pro 
gramming, pointing out that as the com- 
munity becomes more interested in the hos- 
pital, there is a corresponding therapeutic 
benefit to patients. ‘ m 
One hospital program in which bo 
community acceptance and partic 
is critical is family care. In early 1958 su 
a program was activated by the Social E 
ice Department at the Veterans Adminis 
tion Neuropsychiatric Hospital in ee 
Ind. An extensive program was om 
pated, with services of a full-time soc! 
worker assured. : = 
The study described was designed a 7 
sess community attitudes toward suc 4 
program; it also included investigation i 
the effects on such attitudes of pee 
data factors, general information and à 


tudes about the hospital and about mental 
health in general. 


SAMPLE AND METHOD 


A five per cent sample (520 residences) in 
Marion was drawn from the city directory. 
Marion is a city of $5,000, with a relatively 
homogeneous population. It can perhaps 
best be described as a predominantly white, 
Protestant, middle-class community. Its 
industries are comparatively stable; unem- 
ployment has not been a problem in recent 
years. An external check of the representa- 
tiveness of the sample compared favorably 
with the known distribution of registered 
voters throughout the city. 

The questionnaires were directed to 
“Resident,” followed by the address ran- 
domly selected from the city directory. A 
“reasoned appeal” 2 cover letter, signed by 
the manager of the hospital, and a postage- 
free, self-addressed return envelope were 
enclosed with each questionnaire. 

Two follow-up letters, accompanied by 
an additional questionnaire, were sent to 
nonrespondents at subsequent two-week 
intervals. A return envelope was included 
in the second, but not the third, mail. A 
total of 210 responses were obtained—a 40 
per cent return of questionnaires. 

In an attempt to offset the bias of a 
sample restricted to individuals willing to 
fll out and return questionnaires, a 10 
per cent random sample of the remaining 
Nonrespondents was obtained by means of 
Personal interview. Thus, the final num- 
ber of questionnaires totaled 247—a 48 
Per cent return—and slightly more than a 
2 per cent sample of Marion residences. 


THE QUESTIONNAIRE 


: l7-item, multiple-choice questionnaire 
be Constructed. Six of the items related 
9 family care. (See Table 1.) Remaining 
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items were constructed to tap the respond- 
ents’ knowledge about the hospital and 
about mental health in general, as well as 
attitudes toward the mentally ill (includ- 
ing employment). At the end of the ques- 
tionnaire were personal-family information 
items, including the “House and Home” 
Scale. 


ATTITUDES TOWARD ACCEPTANCE 
OF MENTAL PATIENTS 


Initial comparisons were made between 
the respondent and interviewee groups 
using chi-square on a fourfold table. In 
this and subsequent comparisons a rela- 
tion was accepted as significant if it would 
be expected on a chance basis less than 
once in 20 times. 

Differential response to information items 
indicated that the two groups differed as 
follows: the interviewee group was signi- 
ficantly less likely to have ever visited a 
mental hospital, or to have ever known 
a mental patient. Those who had known a 
mental patient were significantly less likely 
to judge those they had known as pre- 
dominantly “cured” by hospitalization as 
contrasted to a “greatly improved” by hos- 
pitalization response from respondents. 

In spite of these group differences, the 
two groups were not found to respond dif- 
ferently to any of the family care items. 
Therefore, the group responses were pooled 
for additional comparisons, and results are 
shown for each of the family care items 
in the following tables. All comparisons 


2Clausen, John A. and Robert N. Ford, “Con- 
trolling Bias in Mail Questionnaires,” Journal of 


the American Statistical Association, 42(December, 
1947), 497-511. 

3 Heath, Robert W., “The Development of a Meas- 
ure of Social Class Identification,” in Studies in 
Higher Education (Layfayette, Ind.: Purdue Uni- 
versity, 1958), Vol. 87, Nos. 26, 37. 
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TABLE 1 


Response to family care items in mean percentages 
from all questionnaires 


Question 


1. Assume a veteran is well, but has no home to 
return to, or that home conditions are unsatisfac- 
tory. Which of the following placements would be 
most favorable to a successful life in the community? 


2. Would you consider taking into your home a 
roomer or boarder, if you had room? 


3. If he had been approved for release by the doc- 
tors in charge, would you consider taking a mental 
patient into your home as a roomer or boarder, if 
you had room and if he was a relative or friend? 


4. If he had been approved for release by the doc- 
tors in charge, would you consider taking a mental 
patient into your home as a roomer or boarder, if 
you had room? 


5. From which of the following age groups would 
you prefer a former patient, if you were willing 
to take one into your home on a family care basis? 


6. Assume a family agreed to take a veteran into 
their home on the family care plan, no personal 
care would be involved, but the family must pro- 
vide a room, board, and laundry. What would 


you consider adequate payment per month for these 
services? 


Response Per cent 
An efficiency apartment 10 
A family care home 56 
A rooming house 7 
YMCA 27 
Yes 21 
No 50 
Maybe 29 
Yes 54 
No 17 
Maybe 29 
Yes 28 
No 47 
Maybe 25 
30-39 18 
40-49 15 
50-59 14 
60 or more 7 
Would make no difference 46 
$ 70 22 
90 31 
110 31 
130 F 
Over $130 


pM e oR U SIAPA ” > 


are from two-dimensional chi-square tables 
following Edwards.4 

As mentioned above, those who returned 
the mailed questionnaire and the inter- 
viewees differed significantly in their re- 


4 Edwards, Allen L., Experimental Design in Psy- 
chological Research (New York: Rinehart & Com- 
pany, Inc., 1951), 102-106. 


5 Chi-square (with 1 degree of freedom)—8.373; 
p less than .01. 


6 Chi-square=13.69; p less than .001. 
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sponses to only two of the questions, both 
of which appear closely related. Whereas 
two-thirds of those returning mailed qué 
tionnaires had visited a mental hospital, 
only one-third of the interviewees had ever 
done s0.5 Almost four-fifths of the ™ 
spondents by mail had known someone we 
had been a patient in a mental hospita? 
while less than half of the interviewees ma 
known anyone who had been a patient 

a mental hospital. 


. : an 
As the questionnaires were mailed to 


address rather than to an individual, we 
had expected more replies from men than 
women. Although this expectation was 
realized, the difference did not appear 
significant. 
There were differences in response, based 
on sex, which indicated that the women 
tended to be more cautious or noncom- 
mital in their replies than the men. Women 
were much less likely to make a selection 
of age group than were the men. Also, 59 
per cent of the men would take a mental 
patient into their homes, while only 46 per 
cent of the women were willing to do so. 
This does not mean that more women are 
opposed, since men and women say “no” in 
equal proportions, but rather that women 
are more inclined to say “maybe” than 
men. (Thirty-eight per cent of the women 
cand 23 per cent of the men replied 
“maybe.” 

As illustrated in Table 1, there is con- 
siderably more willingness of the respond- 
ents to take a mental patient into the home 
if he is a relative or friend than if he is 
_ fot. Whether this difference can be as- 
Cribed to a sense of duty or obligation is 
Not known. Certainly, when the patient 
I a relative or friend, a personal element 
has been introduced which is not appli- 
table when the respondents consider per- 
Sons previously unknown to them. 

3 It would have been interesting to learn 

ow much difference exists between the 
Willingness to take relatives into the home 
4 Compared to taking a friend. Hester 
E- has indicated that in New York 
a Aid care placement is typically 
nd : ayia period in which the spona 

Baa, tient ane given an opportunity to 
Pis acquainted.7 Perhaps the devel- 
w t of more hospital programs which 
ear members of the community into per- 
Shia contact with patients would lead to 

Prospective family care sponsors. 
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TABLE 2 


Amount considered adequate for 
family care by percentage 
of each age group 


Age group 
Amount 
considered Storless 35-54 55 or older 
adequate % % % 
$ 70 24 11 13 
90 41 86 18 
110 27 25 51 
130 5 15 15 
Over $130 3 13 3 
skua CONANT eter a 
Total % 100 100 100 
Total N 60 104 61 


aie 
Chi-square (8 degrees of freedom)=29.40; p less 
than .01. 


IDEAS OF ADEQUATE PAYMENT 


As Item 6 in Table 1 illustrates, the ma- 
jority opinion as to the amount considered 
adequate for family care varied from $70 
to $110 per month. Relatively few people 
expected $130 or more. In those hospitals 
known to the authors, payments usually 
range from $70 to $110, and rarely exceed 
the upper limit. When this item was fur- 
ther analyzed, using age as a criterion for 
additional breakdown, some interesting dif- 
ferences appeared. 

As may be seen in Table 2, there is a 
tendency for older respondents to place a 
higher premium on such services. Thus, 
in the group aged 34 or under, 65 per cent 
consider $90 per month adequate or more 
than adequate for providing family care. 
In the age group 35-54 only 47 per cent 
consider $90 adequate or more than ade- 
quate and of the age group 55 or older it 


E a S aaa a —— akasti 
7 Crutcher, Hester B., Foster Home Care for Men- 
tal Patients (New York: Commonwealth Fund, 


1944), 81-82. 
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TABLE 3 


Amount considered adequate for 
family care by number of 
items in home 


Number of items in the home 


Amount 
considered lor2 3or4 5or6 
adequate % % % 
$ 70 82 13 7 
90 20 34 41 
110 25 36 22 
130 20 10 19 
Over $130 5 7 11 
Total % 100 100 100 
Total N 40 153 27 


Chi-square (8 degrees of freedom)—18.50; p less 
than .02. 


is only 31 per cent. The modal choice is 
$90 for the age groups 34 or less and 35-54, 
but is $110 for the age group 55 and older. 

Thus, in those situations where a short- 
age of funds presents a crucial problem 
in the placement of patients in the com- 
munity, it might be well to concentrate 
efforts to locate sponsors among the younger 
ages, since their estimate of adequate pay- 
ment is low enough to allow placement 
of more patients for a given amount of 
money. 

Table 3 breaks down the amount con- 
sidered adequate in terms of the number of 
“gadgets” found in the home. All respond- 
ents were to indicate which of the follow- 
ing appliances or services were in their 
home: vacuum cleaner, refrigerator, bath- 
tub or shower with running water, auto- 
matic dishwasher, two cars, full- or part- 
time paid help for the home, and someone 
in the home who has had paid lessons 
in any one of the arts. No respondent 
had less than one nor more than six of 
the items listed. 
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Those respondents with the least well- 
equipped homes are more likely to com 
sider $70 per month adequate than any 
other amount. Respondents with better 
equipped homes expect more money per 
month than those from more economically 
limited homes. 


It should be noted that in our initial ` 
comparisons, those homes with three items 


were separated from four-item homes. No 
appreciable difference appeared, and the 
categories were combined. Again, where 
funds for patient placement are limited, 
homes with less evidence of economic suc 
cess would appear to offer better placement 
opportunities. 

The possession of gadgets or equipment 
in the home is also significantly related 
to whether or not the respondent had ever 
visited a mental hospital. Only about one 
third of those with one or two gadgets m 
the home had ever visited a mental hos 


pital, as compared to more than two-thirds | 
of those with five or six gadgets. Similarly, ` 


the least well-equipped homes are ies 
likely to have known a mental patient 
(64 per cent as compared to 89 per cent). 

In this discussion we have not made any 
comparison between the number of items 
in the home and economic class. Obviously, 
as a respondent is able to check more items, 
there is corresponding evidence of J 
possession and subsequent consumption Ç 
money. However, this is not invariable 
and does not include individuals _with 
miserly habits nor those whose partioi 
life situation would make possession of so™ 
of the items meaningless (e.g, une 
person would not ordinarily have two cara 
etc.) 

The single or divorced are t sate 
to consider taking a roomer or boarder 1 a 
their home than are the married or pe 
owed, Thirty-eight per cent of the sing" 
or divorced replied affirmatively 


wice as likely 


question, whereas only 18 per cent of the 
married or widowed did so. No significant 
difference between these groups was noted 
in response to the questions relating to 
taking a mental patient into the home as 
a roomer or boarder. It may be that the 
single or divorced are reflecting a need for 
companionship, but, at the same time, are 
avoiding responsibility.® 


OTHER EFFECTS OF AGE OF 
RESPONDENT 


When the sample is analyzed by age group, 
more significant differences appear than 
with any other item. 

When asked, “If you were an employer 
who needed help and could afford it, would 
you hire a former mental patient to fill 
a position in your firm?” the percentage 
Tesponding “yes” drops from 87 per cent 
and 88 per cent in the two younger groups 
Tespectively to 75 per cent of those 55 and 
older, while the percentage of flat refusals 
to consider hiring an ex-mental patient 
rises with increasing age from 3 per cent 
to 4 per cent to 15 per cent. These dif- 
ferences are statistically significant. 

With respect to readiness to consider 
taking a mental patient into the home, the 
Youngest age group is the most likely to be 
undecided (45 per cent as compared with 
9 per cent and 24 per cent respectively 
for the two older groups.) 

The age group 35-54 is the most likely 
to respond positively (63 per cent compared 
With 48 per cent for each of the other 
groups). The oldest age group is the most 
likely to respond negatively (28 per cent as 
compared with 7 per cent for the youngest 
Stoup and 18 per cent for the intermediate 
Stroup.) 

The same kind of relationship exists in 
l responses to question 4, which relate 

a mental patient who is not a rela- 
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tive. The differences between age groups 
are significant in both instances20 This 
trend holds for both male and female re- 
spondents. 

The group under age 85 tended to fill out 
and return the questionnaire regardless of 
whether or not they had ever visited a 
mental hospital. Among both mailed re- 
turns and interviewees, about 50 per cent 
had visited a mental hospital. 

In both of the older groups it appeared 
that returning the questionnaire was re- 
lated to having visited a hospital. Among 
those returning the questionnaire, about 
two out of three had visited a mental 
hospital. This proportion is completely 
reversed among the interviewees, with more 
than two out of three replying negatively. 

It is, of course, not clear to what extent 
the differences with age are a function of 
the process of maturation and aging itself 
or to what extent they are the result of a 
difference in community attitudes during 
the formative period. 

Richard L. Jenkins has suggested that 
the differential response by age group 
might be attributed to “cultural lag.” © 
Those respondents under age 35 have 
grown up with considerable exposure to 


Do re 
8 It is of interest that Giovannoni and Ullmann, in 
their study of the characteristics of family care 
homes, found that the presence of a male in the 
home was associated with a higher degree of success- 
ful placements. They comment that “the husband’s 
presence more clearly defines the relationship for 
all concerned.” Giovannoni, Jeanne M. and Leon- 
ard P. Ullmann, “Characteristics of Family Care 
Homes and Their relative Merit,” Research Reports 
of VA Palo Alto, No. 4, August 1959. 


9 Chi-square (4 degrees of freedom)=10.19; p less 
than .05. 

10 Chi-square (4 degrees of freedom)=21.19; p less 
than .001 and 14.56; p less than .01 respectively. 


11 Personal communication. 
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polls, surveys, etc., and are more willing to 
co-operate than those persons age 35 or 
older, who tend to keep their opinions to 
themselves. The greater acceptance of the 
mentally ill by the younger age groups may 
be an encouraging sign of community 
progress. 

In the follow-up interviews of nonre- 
spondents, the reason usually given for not 
returning the questionnaire was that the 
respondent considered the questions too 
complex to be answered by a layman. 
“Why ask me?”, or “Why don’t you ask the 
experts?” were the most frequent and typi- 
cal remarks. 

This is similar to the experience of the 
Cummings’ interviewers.2 As noted ear- 
lier, this group has had least contact with 
mental hospitals, and was less likely to have 
known anyone who had ever been a pa- 
tient in a mental hospital.13 


SUMMARY 


An unselected sample of residents of Mar- 
ion, Ind., was queried by a mail question- 
naire about their attitudes toward mental 
patients. Through a series of follow-up 
letters, a final percentage of mail reply of 


12 Cumming, Elaine and John Cumming, Closed 
Ranks (Cambridge, Mass.: Harvard University Press, 
1957), p. 22. 


18 As the interview progressed, a second reason for 
not completing the questionnaire sometimes 
emerged. The questionnaires were initially mailed 
in early March, then late March, and finally in 
mid-April. 

At least a third of the interviewees mentioned 
that the questionnaire came at the same time that 
personal income tax statements were due. Feelings 
regarding the payment of taxes appeared to have 
carried over, and influenced the return of ques- 
tionnaires. Several respondents mentioned that 
they were suspicious of any form from the goy- 
ernment that asked questions about their home or 


other possessions. 
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40 per cent was received. An additional 
8 per cent was obtained by interview of as 
unselected sample of nonrespondents, 

It was found that those who did not re 
spond to the mail questionnaire were lew 
likely to have visited a mental hospital of 
to have known a mental patient than thos ` 
who did respond, but the responses of the | 
two groups did not otherwise differ sig 
nificantly. The two groups were therefore 
combined as probably representative of 
community attitudes as obtainable by quë 
tionnaire. 

Fifty-four per cent of the respondents 
reported themselves willing to consider 
taking in a mental patient as a roomer oF 
boarder, if he were a relative or a friend. 
If this last qualification of his being à 
relative or friend were omitted, 28 per cent 
were still willing to consider it. 

With possible choices of $70, $90, $110, 
$130 and more than $130 as adequate 
remuneration for board, room and laum- 
dry for such a patient, the median choice 
of the group was $90. However 47 per cent 
selected $110 or more. This judgment 
was related to age. The most frequent ` 
selection for respondents under age 55 was 
$90; for those over age 55 it was $110. | 

Respondents from less well-equipp®® ` 
homes tended to make lower estimates | 
then those from better-equipped homes x 


If the size of the payment is a problem, it 
appears that a larger portion of “takers 
may be expected among younger people | 
and those whose homes have fewer ma 
advantages. n 
The greatest expression of uncertainty 
about considering accepting a patient was 
by those under age 35. The greatest er 
dence of positive interest was express be 
those age 35 to age 54, and the great 
evidence of refusal to consider was by 
age 55 and over. 


evident that the age group 55 and 
is less favorably disposed than are 
of the younger age groups either 
hiring former mental patients or 
taking them into their homes. It 
clear whether this represents a change 
from the increasing caution of 
people, or whether the more favor- 
attitude of the younger respondents 
have resulted from the development of 
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a more favorable public attitude toward 
“o ee oe ee 
son's formative years. 
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HERMAN P. GLADSTONE, M.D. 


Educative psychotherapy 
with student nurse classes: 


An investigation of socially shared conflicts 


This paper deals with the experiences and 
findings of a psychiatrist in the role of 
leader of classroom discussions in which 
shared emotional problems were both for- 
mulated and investigated. This role was 
somewhere between that of a large-group 
psychotherapist and a classroom teacher. 

The procedure to be discussed was de- 
signed primarily to meet a need rather than 
to experiment or gather particular data. 
The need, or problem, was presented by the 
School of Nursing to the Department of 
Psychiatry in a New York City nonprofit 
teaching hospital. 

The nursing faculty was concerned about 
difficulties in adjustment, poor scholastic 
work, and serious disciplinary infractions 
among the second-year nursing students. 


Dr. Gladstone is assistant professor of psychiatry, 
University of Wisconsin Medical School, Madison. 
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and value distortions 


It was decided that each second-year clas 
should meet regularly with a psychiatri 
for the entire academic year. The autho 
participated as discussion leader for the 
first three years of the program. 

The kinds of problems brought out by 
the particular classes over the three yo? 
period, the techniques employed, and the 
way in which this experience lends í 
to formulate, investigate, and interpre 
social and cultural problems and con 
tions will be discussed. 

I should like to indicate how this #47 
differs from the work of several previous i 
vestigators in the area between group PT 
chotherapy and education. F 

In bas, oe of Maas's work which applied | 
to high school and college classes š 
focused on resistance to class progress re 
his point of departure. An analysis of 
emotional interaction in the class at 


a major learning experience for 
divi icipants. 
said that the class analysis increased 
adividual’s awareness of his own rela- 
With others, the attitudes he arouses 
hers and his own attitudes, which moti- 
is behavior. This could be accom- 
NL without direct attention to the pri- 
id personal aspects of the life of any 
Maas felt that what the indi- 
earned about himself could be a 
by-product of the group analysis (6). 
' appro differs from that of Maas 
it it did not begin with a didactic class 
lon focused on some other area; 
w, it focused on possible problem areas 
be very start. Resistance to looking 
ems was occasionally interpreted 
de the subject of discussion, but just 
honparticipation or stoppage was 
ded to by increased stimulation on 
of the psychiatrist-leader. In agree- 
th Maas, I felt that greater aware- 
and self-understanding could be at- 
Í without going into the intimate and 
Onal experiences of any individual. 
ter was discussion leader of four 
fructured groups with up to 19 mem- 
‘Meeting for periods of up to 10 
ths. The focus was on the discussion 
learning of some aspect of the emo- 
' lives of the participants. She de- 
d the various roles of the group leader 
aght out certain shared needs and 
ons of the participants (1). 
oup meetings were set up as part of 
curriculum in contrast to Amster’s 
which were self-motivated. I focused 
ed problems, whereas Amster’s pro- 
fe appeared to focus on the individual 
= lives of the participants. 
dlinger reviewed the literature of 


Student nurse classes 


tal hygiencbascd group approaches w 
group education. 
He stated that the former 


procedarcs 
focus on curing or alleviating dingnoned 


psychopathology were brought out and 
were analyzed, and these were closely com 
nected with individual psychological 

lems. These procedures, therefore, do not 
clearly fall into either of Scheidlinger’s 


significantly bring out different areas of 
observation; for example, Rosenberg and 
Fuller split their classes into four sections, 
each section having a leader and a trained 
observer, whereas I worked alone with the 
whole class. 

Rosenberg’s and Fuller's groups were be- 
ginning first-year nursing students adapting 
themselves to a new living situation. My 
groups were second-year students who had 
developed social cohesion and were getting 
involved in clinical work. The emphasis 
on confidentiality with occasionally per- 
mitted meetings with the faculty was sim- 


ilar. 
Both procedures attempted to stimulate 
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interest, although by different methods. 
Rosenberg and Fuller could not report clin- 
ical excerpts since the place they worked 
was identified. This report does not men- 
tion at which hospital the work took place; 
thus, it is felt that some protocol material 
may be included. 

Anderson did a controlled study in which 
eight group counseling sessions were held 
with an experimental group of 30 college 
freshman women. The main experimental 
focus was on academic achievement. In ad- 
dition, personal adjustment problems were 
discussed in the group setting. No signifi- 
cant differences in academic achievement or 
failure were noted. 

Certain problem areas were brought out 
in which women college freshman students 
manifested a need for counseling. Ander- 
son felt that group counseling of no more 
than eight sessions could be effective as a 
method for helping students to deal with 
their problems (2). 

My groups were more structured than 
Anderson’s—the experience extending to 
approximately 20 sessions, and the focus 
more on shared problems than on academic 
achievement. Anderson’s study is especially 
mentioned since it included a concurrent 
control group, which this and most other 
similar studies did not. 

Durkin discussed differences and similar- 
ities in varieties of groups, indicating that 
it is the group goal which may differentiate 
a “normal” from a therapeutic group. He 
stated that the group, in order for it to be 
therapeutic, must be involved in analyzing 
the resistance to understanding the uncon- 
scious emotional meanings of communica- 
tions (4). 

According to Durkin’s criteria, the type 
of group work reported in this paper again 
does not fall clearly into categories of “nor- 
mal” or “therapeutic.” However, her state- 

ment that normal and therapeutic group 
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processes are, on the whole, mutually re 
inforcing, but at times tend to work in 
opposite directions, was helpful for maim 
taining bearings in the in-between area, 


SETTING AND PROCEDURE 


The second-year nursing students who made 
up these class groups lived within the hor 
pital area. For part of their second 
they rotated to other hospitals for some ol 
their training. Most of them had com 
to nursing school directly after graduating 
from high school. 

Their disciplinary problems included 
class disruptions, breaking -social regula 
tions—especially related to hours—noist 
and disturbances in the living quarters, and 
gross destructive rebellious outbursts. 

A member of the nursing school faculty 
had been engaged in group discussions of 
problems with the students. Also availa 
ble was individual counseling with at 
visers on the nursing faculty. It was fel 
generally by the nursing faculty that the 
evident disturbances and upsets which the 
students were manifesting were not being 
investigated productively in the class ag 
cussions nor were they being touched on M 
counseling meetings. 

There was a general impression among 
the students that the matter of confidential 
ity was a point of issue here and was block 
ing the bringing up of problems to š 
member of the faculty. a 

I agreed to have biweekly discussions 
with the entire second-year class of 30 Ú 
40 students on the basis that nothing whi 
was brought up would be discussed Ws 
members of the nursing faculty unless 
students agreed unanimously. The ae | 
discussions were scheduled with each § 
ond-year class for the full academic ye” 

The entire class would meet the first 
of each academic year, after which—be 
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ents would rotate out of the hospital— 
number in the group would decrease to 
bout one-third of the class. 

Following the requests of both students 
and faculty, I met two times yearly with the 
faculty to elicit its impressions as to the 
problem areas of the students, and some- 
times to communicate something of sig- 
nificance which the students had felt com- 
pletely blocked to express through any of 
usual routes. In most instances I had 
met each class before, during its first year, 
when I had led didactic discussions of clin- 
psychiatric films. The meetings were 
d biweekly with three consecutive sec- 
ond-year classes. As I led the class discus- 
ns, I took notes, very much as this would 
be done in individual or group psycho- 
therapy. The procedure focused on activity 
d challenge on the part of the psychiatrist 
Kader. This included expressions of inter- 
St, attempts at stimulating reformulations 
of problems, and frequent introduction of 

inical material and observations about 
cultural problems associated with the areas 
discussed by the students. 

I usually began by attempting to learn 
about the life patterns of the students, their 
(current problems, and how and when 
. affected by them. Every aspect 
Ba. _ experience was opened up for 
; a The point was made of ex- 

8 the private and personal areas. 

E problems were crystallized, psychi- 

apu valid reformulations and interpre- 

Eas made and various alternative 

a om ies for approaching the problems 

* estigated. An example of how one 
i oo and involved in working 

Ypical problems follows: 

I . from the very beginning to 
to ee informal atmosphere conducive 
7 e I began with a short talk 
bited th ents which, to some extent, struc- 
) € setting in that I indicated some 
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of the goals and purposes of the meetings. 
The talk included numerous questions in- 
tended to challenge and to invite participa- 
tion. I paused only briefly between the 
questions for I did not want the stu- 
dents to develop feelings of tension, discom- 
fort, and pressure to answer; rather, I 
would go off on another tack and introduce 
some other sorts of problems or questions. 
I began something like this: 


“Is everyone here? How many more are com- 
ing in? I would first like to introduce myself. 
I am Dr. G—and work mostly in private practice 
but I come to the hospital one day a week. We 
will be meeting here for an hour every other 
week. Do any of you know what we will be 
doing in these sessions?” 

(Here some initially more active students might 
have volunteered an answer and a discussion 
could have developed on this question alone. In 
this instance no one volunteered to speak, so 
I continued:) 

“As I see it you'll have a chance to talk with 
me about any aspect of your life as a student 
nurse. Now, I realize that it would be impossi- 
ble for you to do this in any sort of frank way 
if you thought that what you said was going to 
be known to your instructors or the faculty. 

“In order to allow you to discuss anything you 
wish, these meetings are set up to be completely 
confidential; that is, nothing that we discuss will 
go beyond me to anyone in the school of nursing. 

“J realize and expect that in a group as large 
as this there will be certain personal things you 
never want to mention, but this set-up may al- 
low you to bring up some of the problems, 
worries and conflicts that you share, and even 
occasional personal problems that lend them- 
selves to discussion in a large group. 

“why don’t you think of some of the things 
you would like to touch on? But first, let’s just 
spend some time talking about what your life 
and set-up is, what your schedule is like, what 
your class and work hours are, when you have 
time for social activities, etc.” 


In response to these questions, several of 
the student nurses gave the details of this 
information and soon they were correcting 
and adding to each others’ comments. I 
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would ask—when someone mentioned one 
area or another—whether any problems 
were encountered there. At one point, when 
they were talking about how much time 
they had off and what they did in their free 
time, one—and then several others—began 
mentioning the problem of isolation and 
engulfment. 

They said that it was getting so bad that 
when they went into social situations they 
didn’t have anything to say except in rela- 
tion to their experiences in the hospital, 
that among themselves in their off-time 
they talked only about hospitals and hos- 
pital experiences, and that they were so 
busy, they didn’t get to read a newspaper, 
so they couldn’t even discuss current events. 

While the nurses were bringing out vari- 
ous aspects of this shared problem, I was 
asking information questions and also cer- 
tain challenging questions, such as “Why 
does it have to happen that way?” 

This, to some extent, brought up some 
passive responses, such as, “It takes effort 
to get away or to do something else besides 
nursing,” and “Why don’t they build a 
residence several blocks away? We live right 
in the hospital area, and there are always 
hospital people and officials hanging 
around. When you go outside, it makes a 
tremendous difference, and we could stay 
around here for months and months and 
never go outside.” “You just have to make 
up your mind that you are in a rut for three 
year; you have to pass your subjects and 
do the work. This is your life and if you 
get interested in other things you won’t be 
a nurse.” 

As various points of view came out, some 
more specific complaints about being a 
student nurse began to appear—particularly, 
how important were the opinions of others 
in the hospital. This was considered so 
important, that each felt her individual 
traits had to be suppressed. 
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While this discussion of social conformity 
was going on, I could make some comments 
about the loss of sense of proportion that 
takes place in people when being judged 
becomes more important than judging for 
oneself. (These comments represented psy 
chiatrically based interpretations of socially 
shared psychopathologic events.) 

During the latter part of this initial se 
sion, several students began complaining 
that so many instructors on the nursing 
staff seemed to be judging them in tem 
of their emotional and psychological prob 
lems that it seemed that each staff member 
was trying to act like a psychoanalyst. 

They quoted such statements as, “You 
must have a problem, dear, tell me about 
it,” or “We thought that there was some 
thing personal bothering you. Tell w 
about it.” They described the feeling that 
whatever they confided was communicated 
among the nursing staff, and that even 
body seemed to know their personal prob 
lems. 

I took this up and discussed it with the 
nurses in some detail, especially since I felt 
that this was probably an expression 
an initial resistance to the class discussiot 
At one point, I asked them whether they 
felt this class to be the sort of thing the 
were complaining about, or another iota 
ing device. Several of the students said "1 
their reservations did not apply to th 
class, since what they were complaining 
about was that these instructors were m 
trained to examine and discuss their pi 
lems, and also that the instructors did 0° 
maintain confidentiality. teal 

I agreed that psychiatric knowledge We 
itself greatly to misuse in this way! 
wanted to explore with them how a 
powerful tool of emotional awareness saa 
be used positively instead of negati 
The session ended on this point. 


sio" 
During the next and subsequent sé 


I would generally initiate the discussion by 
inviting the students to bring up some- 
thing that had been on their minds, or by 
a brief summary of the previous session, 
mentioning some of the unanswered ques- 
tions of that session, or occasionally by the 
introduction of some new area that had 
evidently been neglected. 

In the session that followed the one just 
described, all that was needed was to re- 
mind the students of some of the subjects 
that had been discussed. This seemed to 
open up a plug, and various hostile reac 
tions against the faculty poured out. 

The class spoke of various misuses of 
authority, of having labels stamped on 
them, and of the feeling that there was a 
grapevine. They said that if they made a 
small mistake on the ward, they would be 
questioned about it and criticized for it by 
people who had nothing to do with the 
incident. They described having no privacy 
and being watched. There followed a group 
catharsis of angry and critical feelings. 

Later, as this went on, whenever some 
member of the faculty would be discussed, 
I would ask about her as a whole person; 
hot only the negative traits which were 
being brought out but also some things 
that anyone liked about this person. There 
Occasionally appeared some positive state- 
ments. (This technique consists of pointing 
pat alternative perceptions where group 
distortion or prejudice may exist.) 

I also asked what various students, or 
they as a group, had done about this situ- 
pe of hostility between students and 
aculty, and some unsuccessful attempts to 
Solve the problem were discussed. 
Been the students brought up and dis- 
: e am excessive discipline to which they 
hap ey were being exposed, I asked 
Ama er any discipline has values. The dis- 
ra on about the values of discipline 

med to introduce a new dimension of 
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awareness for many of the students, and 
some of them expressed the feeling that 
discipline is good, but not if one were 
treated as a child. The group realized that 
a vicious cycle had developed, and that by 
responding to certain excesses of discipline 
—by actually acting like children—they 
brought on treatment even more appropri- 
ate for children. 

This awareness developed, in the next 
session, into a general involved discussion 
about acting in the way in which they 
wanted to be treated. The aspect and de- 
tails of reacting responsibly was another 
dimension which many of the students had 
not thought about or really explored. 

Discussing this even brought up an op- 
posite side of the problem, in that some 
students felt they were given too much 
responsibility on the ward, were being 
treated as more experienced than they actu- 
ally were, and that they wished to have 
more supervision and discipline. 

This type of discussion from both sides 
of the problem allowed, to some extent, a 
group consensus to develop as to how much 
supervision and discipline they would want, 
how much freedom they would want and 
what sort of responsible action on their 
part would warrant such freedom. 

At this point, although I had discussed 
with them various alternative possibilities 
for communicating their problems to the 
faculty, the students unanimously felt that 
all the routes of communication were used 
up and blocked. They requested that the 
psychiatrist have a meeting with the nursing 
school faculty and tell them, in an over-all 
way, what the students were upset about, 
and learn from the faculty how they viewed 
the situation. 

I agreed to meet with the faculty with 
the understanding that this would be an 
attempt to reopen communication, and that 
after this the students and faculty would 
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attempt to communicate more directly. A 
meeting with the faculty was arranged. Dur- 
ing this meeting, I got to hear what the 
members of the faculty felt and how they 
reacted to this class of students. I was really 
amazed at how out of touch they and the 
student group were with each others’ prob- 
lems, 

The faculty members were mainly con- 
cerned that the students were not getting 
enough rest, that frequently they would 
break certain rules, such as using the re- 
ception room and the kitchens at unauthor- 
ized times, and that they would disturb 
the classes. 

When I mentioned to the faculty cer- 
tain of the major problems which the 
student group had authorized me to reveal, 
they seemed honestly surprised and were 
willing to discuss their contribution to the 
problems in some detail. This service to 
the students as “union representative” al- 
lowed new areas of discussion and inves- 
tigation to open up in subsequent sessions. 

Typical areas discussed with this group 
included shared social problems with young 
men, reactions to problem patients (here, 
classroom discussions of psychodynamics 
coming out of problem patients combined 
didactic with personal understanding), con- 
flicts of service demands and study interests, 
and various difficulties related to their 
growth and development. 

Very often, students approached prob- 
lems from the passive point of view, with 
a dependent expectation. The introduc- 
tion by the therapist or by a student of an 
active approach would not only alter the 
nature of the particular problem, but would 
suggest new ways of perceiving problems in 
general. 

The question of what could be salvaged 
out of an apparently nonalterable oppres- 
sive situation seemed to be an area in which 

many of these students had very little ex- 
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perience. They frequently seemed to re 
linquish individual responsibility for their 
own development in oppressive situations, 
to the point where the destructive effect of 
the situation was increased. 


OBSERVATIONS AND DISCUSSION 


Within two-months of the initiation of 
these discussions with the first class, their 
severe disciplinary problems notably de 
creased. With the second and third classes, 
the expected rebellious outbursts failed to 
develop. 

What so effectively eased the severe dis 
ciplinary problems was the fact that the 
classes were no longer harboring uncom- 
municated problems in relation to the 
school, hospital, and faculty. Just as would 
have occurred in an individual charactero- 
logical disorder, these conflicts had been 
acted out, and this acting out intensified the 
problems rather than resolved them. 

Investigating together the development 
and various aspects of the problems—and 
possible ways of solving them—resulted in 
group and individual understanding. Thus 
there was the possibility of either effective 
action or an understanding of which prob- 
lems had to be accepted as realistic frustra 
tions. y 

In addition to feelings of isolation 
and engulfment, the students re 
brought up problems having to do w! 
poor living and working conditions, prej™ ` 
dice, unfair actions of authoritarian faculty 
members, and feelings of being “used” at 
work as “galley slaves.” 

At times, not only what might be te ] 
“neurotic” or “characterologic” group a 
flicts and problems were brought out i 
also “psychotic” reactions. An example š 
this was a report by the girls of one secon” 
year class that the faculty had a “Gee EM 
system which was regularly spying on them 
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observing carefully what they were saying 
in the dining room and in other places. 

Some students expressed the concern that 
their rooms were wired. They said that the 
faculty members were always talking to 
each other about the students and making 
private derogatory remarks about them. 

These and other paranoid phenomena 
indicated a definite shared distortion of 
reality, as came out later in investigations. 
If such phenomena were noted in an indi- 
vidual, he would be labeled “paranoid.” 

With the group, because not all perceived 
these experiences in exactly the same way, 
it was possible, through both investigation 
and experimentation, to reverse the trend 
toward more gross paranoid distortions 
More quickly than would have been pos- 
sible with an individual. Shared problems 
discussed also related to social and family 
attitudes. An example of how these were 
expressed in a session near termination with 
one class follows: 


Responding to a clew in a previous session, I 
asked about how some of the students’ peers— 
who had not gone to nursing school—were doing. 
The students reacted and interacted with each 
other as follows: “Other kids don’t understand 
what our life is like. All they think of is blood 
and guts,” 

“The kids who went to college don’t get any 
responsibility. They get much better social op- 
Portunities and they grow up socially. We don’t 
get any social opportunities, but we have to grow 
up in responsibility.” “That's right about blood 
and guts. My friends think that that’s all I do 
and that I stay at bedsides. They talk down to 
you about that.” 

“This life makes you grow up much faster. 
When you get back to talking to the other kids, 
ee feel much older than they are, and they still 
Ook like kids.” “When I go back home to visit, 

i om my friends want to hear gory things. They 
think you are a doctor or something.” 


A discussion and disagreement followed 


on the i ý 
e the issue of who had more social oppor- 
nities and experiences—they in their cur- 
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rent situation, or their friends. Most felt 
that they had more possibilities but much 
less time to take advantage of them. 

I entered the discussion every once in a 
while to make points which seemed clear 
and valid, such as—on the last topic—“You 
certainly have close contacts with people 
of various ages here in the hospital.” 

In general, the students remarked on how 
special their experience seemed to be, and 
how different it was from the experiences 
of their friends who went to work after 
high school and those who went to college. 
At this point, I asked whether there was 
anything different, any break with the past 
in the experiences of these other groups of 
girls. 

Some of the students realized that they 
were not the only ones with different ex- 
periences. They said they did share some- 
thing in common with certain of their 
friends in that both were entering new 
situations. I pointed out that there was 
something shared in having new and dif- 
ferent experiences, even if the particular 
experience was not the same. Several stu- 
dents responded to this by mentioning ways 
in which they had maintained a bond with 
certain people from whom they thought 
they would be cut off. 

It seemed that the discussion was reduc- 
ing the general feeling of total isolation as 
nursing school students and providing pos- 
sible directions for encountering their pas- 
sive and helpless feelings about this. 

One student recounted how a former 
boyfriend misinterpreted her growth and 
change in interests by perceiving her as a 
“snob,” when this was not the case at all. 
Several students brought up experiences 
with their families. One remarked that her 
mother felt she had lost a daughter, since 
she had no frame of reference for sharing 
this student’s nursing experiences. Another 
student spoke of her father, stating that 
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school in the first place; however, after she 
went, he seemed proud of it, and 

to her experiences with a mixture of awe, 
and also revulsion. 

This seemed to stimulate other students 
to talk about their fathers’ attitudes toward 
their becoming nurses. One said that her 
father asked her what she was doing in 
that horrible place. His attitude was that 
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such as knowing and understand- 
ing people and being of help to them when 
they really need it. I here made some 
relation to some of 
the fathers’ reactions. I discussed attitudes 
unknown—the physical, and 
the medical and how often the fascinating 
was mixed with the horrible. 

“The students responded to this discussion 


in patients and others, and gave clinical 
examples which combined some teaching 


The above example also demonstrates 
how the class discussions stimulated the 
process of establishing new identities sepa- 
rate from family attitudes. Stimulation also 
toward greater maturity as professionals 
occurred, especially as we discussed their 
feelings and reactions in working with 
certain patients. An example of this follows: 

In speaking of their duties on the Urol- 
ogy Service, it was evident that many were 
personally involved and upset in dealing 
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with men whose genitals were expe 
who seemed to be exhibiting the 
purposely, using profane language, 
making provocative remarks to the 
nurses. 

In the group discussion, it was 
necessary for the nurses to express sf 
the various feelings of shock, upset, 
disgust in relation to this experience, 
marks were made such as “When m 
that floor they lose all their moral s 
ards.” “It is a nudist camp, a pig 
“They don’t care how they talk. They 
lost all of their self-respect.” 

When such feelings came out 
group it was later possible to ask abe 
individual patients involved and to ob 
psychological data on them. 
tients were understood, the meani 
their behavior became clearer and 
dents became interested in inves 
ways of handling such behavior with 
personal involvement, while maintail 
the patients’ and their own self-respect; 
integrity. It was notable how the att 
toward these problems matured as 
were discussed. 

In these sessions with the student nt 
it was possible to introduce and dew 
practical discussions in the area of pen 
ethics and values. This came up of 
situations in which following a rule, G 
ing out instructions, or pleasing som 
was known by the student to be det 
tal rather than helpful to the patient 

A discussion of ethical values devel 
when the student was the only one) 
knew about an important violation of n 
ical technique, which, if it were m 
known, would cause “trouble.” 

An example of a situation which I 
to one class was “Suppose you were ® 
ing a temperamental surgeon in an 0 
tion and you thought you broke $i 
technique, but no one except you $ 


Distorted waluct which contradicted real needs 


LPumivity and satisfaction of pamive needs are 
teherd ss promoting fulfillment. 


L Conferming and pleasing authorities are valued 
iaoe they result in “succes” 


A Following the rules and turning only to experts 
Ë à more reliable source of information than 
ears own perceptions. 


C Material values are more important than hu- 
man values in directing one’s life. 


K Communication and contact between people 
meant be based only on shared interests and 
agreed-on points of view. 


E There is no joy in hard work—if you work 
bard, you are a “grind.” 


T.Life is perceived as consisting of work where 
you must carry out someone else's demands to 
Mod whether you like it or not, and play 
where you can relax and be happy. 


K Discipline constricts; it has no freeing power; 


Ë Ü not for adults. 


$.Reponsibiliiy and freedom conflict. 


LA dichotomy exists between sacred, pure, vir- 
®nal, and spiritual; and profane, vulgar, sexual 
and physical. 


Il. “Togetherness” is valued in an ultimate way. 


11. Problems related to the needs for privacy and 
“apartnes” 
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about it. What would your feelings be 
t reporting this?” 
A discussions were directed at allow- 
g personal judgment about values to be 
Mtengthened and increasing an inner re- 
‘Ponsibility on the part of the members of 
Classes. Later responses of these stu- 
nts, compared to earlier ones, indicated 
that some growth in these areas had taken 
as a result of the class discussions. 
I should now like to direct the discussion 
to an area which has not been touched on 


cussed the transmission of values and sup- 
porting sanctions in the family in covert 
and overt ways. 

Opler (7) discussed in detail the literature 
on the relationship of culture, personality 
and human values. He placed emphasis on 
the biosocial and multiple causation point 
of view. He has also discussed an orienta- 
tion to the study of cultural values in 
groups which can begin with an examina- 
tion of the subcultures represented within 
each group (8). 

In these groups of student nurses, the 
direct encounter with human suffering, 
with rational and irrational authority, and 
the intense, totally new living experience 
provided the setting for demonstrating 
which shared values contradicted their real 
needs. I should like to list each value con- 
tradiction or distortion and then indicate 
which shared problems pointed to this dis- 
tortion in the value. 

I should note that the shared problems 
mentioned above may often be more related 
to individual neurotic compulsions than 
primarily to distorted values. When this is 
so, therapeutic understanding of the prob- 
lem would mean investigating the compul- 
sion rather than the value contradiction 
itself. 

In the classes as well as in individual psy- 
chotherapy, I have observed that the dis- 
covery that an activity is primarily compul- 
sive rather than a free interest is aided by 
examination of the contradiction between 
behavior and real needs and interests. 

Pointing out contradictions which are 
kept alive by our culture may aid in greater 
awareness of certain compulsive behaviors. 
For example, a handwashing compulsion 
can be more easily recognized as ego alien 
than a housecleaning or clothing style com- 

pulsion, because of the cultural support 
given to the latter. 

Constricting cultural values contribute 
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to the development of compulsions in the 
sense that these values provide guidelines 
for family and individual development, 
They may stimulate attention, involvement 
and concern in such a way in some areas 
that there is no room to develop in any 
way except compulsively. This is so since 
no resolution of human problems in the 
terms presented by the culture could be 
accommodated by people in any but a 
compulsive way. 

Thus, many dualities such as “good” and 
“evil,” “right” and “wrong,” and “work” 
and “play” as presented by the culture pro- 
mote compulsive involvement rather than 
indicating guide lines for individual devel 
opment. 

Some of the scholars of such Far Eastern 
religions as Zen-Buddhism and Taoism 
demonstrate such dualities when they look 
at Western culture. Such dualities in our 
language have been pointed out by seman: 
ticists. 


SUMMARY 


Biweekly confidential discussions of shared 
problems with all or part of each second: 
year nursing school class (30 to 40 students) 
of a metropolitan teaching hospital in New 
York City were held by this psychiatrist for 
the first three consecutive years of the pr 
gram. ' 
Techniques of investigation, the role of 
the psychiatrist as classroom discussion 
leader and the kind of group participation 
possible in this setting were demonstrat 
and discussed. 

Certain conclusions were reached: á 

(1) A “healthy” group of young we 
share certain emotional blind spot: u 
perceptions, and contradictions which ; 
related to cultural and social distortion ie 

(2) These misperceptions and one 
tions, which are also related to indivi! 


problems and conflicts, may be discussed 
and worked through in a large group set- 
ting without threatening individual integ- 
rity and privacy; 

(3) Socially shared psychopathology espe- 
dally affects certain individual problem 
areas which may be identified as, for ex- 
ample, (a) relations with authority, (b) iden- 
tity problems, and (c) conflicts relating to 
goals and values. 
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CHARLES D. SPIELBERGER, Pu.D. 


The effects of manifest anxiety on 
the academic achievement 
of college students 


technical manpower have caused the aca- Heath and Gregory (5)—in a study of male 
demic mortality rate for college students college sophomores chosen on the basis of 
to be a subject of considerable general good health, satisfactory academic status 
concern to our society (6). and overtly good social adjustment 
There is a growing appreciation of the ported that 90 per cent of their subject 
important role mental health and emotional raised questions or presented problem 
factors play in the academic adjustment of which were judged by the investigating st 
college students. as requiring professional aid for solution: 
Even apparently well-adjusted students Rust and Davie (10)—in assessing the 
nature, frequency, and severity of the 
Dr, Spielberger is associate professor of psychology, Personal problems of undergraduate college 
Duke University, Durham, N. C. students—found that nearly 80 per cent 0 
A paper based, in part, on the data of this investi- those who responded to their questional 
gation was read at the Annual Meeting of the reported that they had at least one P I 
Southeastern Psychological Association, held in sonal problem during the current schoo’ 
Gatlinburg, Tenn., in April, 1961. year which bothere d them “very © is, 
This investigation was supported, in part, by a or “fairly often;” 35 per cent of their samp | 
grant from the U. S. Public Health Service. The y had been 
grant to Dr. Spielberger and Dr. Henry Weitz cov- 


indicated specifically that the 


e ” 
ered research project OM-362 titled “A Proposed troubled often by nervousness. th eneral 
Demonstration Project for Improving the Academic These findings are consistent W1 8 
Adjustment of College Freshmen.” observations that late adolescence m 


Acute shortages of trained professional and have their share of emotional difficulties 
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American culture is a time of “storm and 
stress” and a period of unusual difficulty in 
adjustment (3). 

Several recent studies (8, 9) have demon- 
strated impressively that anxiety is mani- 
fested by college students in conventional 
classroom test situations to such an extent 
that the general level of academic per- 
formance is impaired. Strong motiva- 
tions to achieve high grades appear to 
contribute directly to the adjustment dif- 
ficulties of many students whose anxiety 
about failure is intensified by the academic 
Situation. 

Thus, it is apparent that college life is 
characterized by conditions and expecta- 
tions which may heighten anxieties already 
present in students or may induce new anx- 
ieties. It would seem reasonable to expect 
that the stresses of college life are likely to 
have most serious effects upon those students 
who have developed pronounced tenden- 
cies to respond to threatening situations 
With anxiety and conflict. 

But when investigations of the relation- 
ship between measures of student neuro- 
ticim or emotional adjustment and aca- 
demic achievement are examined, the find- 
mgs are equivocal and inconsistent. 

For example, Thurstone (17) has reported 
that less well-adjusted students tended to 
achieve higher grades, while Stagner (15) 
has found that unstable and maladjusted 
Students did less well than their more 
Stable contemporaries. Other studies have 
Teported no difference in the emotional 
adjustment scores of academic undera- 
sa and overachievers (11). Such in- 
a ee have been attributed to Ins 
iL z HEN in the variety of personality 
AW a have been used, differences be- 

€ student populations which have 

“n Studied, and varying criteria of aca- 

“Mic success (4). 

Also, it has been noted that methods of 


Effects of manifest anxiety 
SPIELBERGER 


data analysis have frequently not taken 
into account the possibility that a given 
personality variable may have different 
effects for persons with differing intellec- 
tual endowments (14). 

To this point Berger and Sutker (1) in- 
vestigated the combined effects of emotional 
adjustment and scholastic aptitude on the 
academic achievement of college students. 
Their measure of emotional adjustment did 
not by itself differentiate between aca- 
demic successes and failures, but when used 
in combination with measures of ability, 
a larger number of the most able students 
with high conflict scores were academic 
failures than were students with equal 
ability but low conflict scores. 

The purpose of the present study was to 
investigate the relationship between anxiety 
level and academic performance for college 
students when the student's ability is taken 
into account. 

It was expected that college students with 
high anxiety would be more likely to per- 
form less adequately throughout their col- 
lege careers than would nonanxious stu- 
dents. Specifically, it was hypothesized that 
anxious students would obtain poorer 
grades and would be more likely to drop 
out of school because of academic failure 
than would nonanxious students. 


METHOD 


The measure of anxiety employed in the 
present study was the Taylor Manifest 
Anxiety Scale (MAS). This scale (16) con- 
sists of 50 items from the Minnesota 
Multiphasic Personality Inventory which 
were judged by clinical psychologists to be 
consistent with Cameron's (2) description of 
anxiety as manifested in chronic anxiety 
reactions. 

The MAS was administered to all stu- 
dents enrolled in introductory psychology 
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courses at Duke University at the beginning 
of each of six consecutive semesters from 
September, 1954, through June, 1957. The 
A.C.E. Psychological Examination for Col- 
lege Freshmen (1949 edition), which had 
been routinely administered as part of a 
battery of placement tests to all students 
entering the University as freshmen, served 
as the measure of scholastic ability. 

Grade point averages (GPAs) for the 
single semester during which each student 
took the MAS served as, one criterion of 
academic achievement. These were ob- 
tained from official University records. The 
student’s GPA is the weighted average of 
his academic performance in course work 
where 4 points are credited for each hour 
of A, 3 points for B, 2 points for C, 1 point 
for D, and 0 for F. 

Only male students were included in 
the present study, since it had been found 
previously that MAS scores for male and 
female college students may not have the 
same intellectual correlates (13). Eight 
students who obtained scores of 7 or higher 
on the Lie Scale of the MMPI were elimin- 
ated from the study. 

Those male students scoring in the upper 
and lower twenty per cent of the MAS score 
distribution (raw scores of 19 and above and 
7 and below) were designated as HA and LA 
respectively. After the data for the six 
semester subsamples were pooled, MAS 
scores, ACE scores and GPAs were avail- 
able for a total of 140 HA students and 144 
LA students whose Lie scores were below 7. 

The long-term effects of anxiety on aca- 
demic performance were evaluated in a 
follow-up study in which the graduation 
status of each of the HA and LA students 
was determined three years subsequent to 
the time the original data collection was 

completed. 

For those students who had not graduated 

from the University by June, 1960, and who 
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were no longer enrolled, their reasons for 
leaving and their cumulative GPAs at the 
time they departed were obtained from 
official University records. 

Academic failure was defined for the 
purpose of the present study as: (1) having 
been dismissed by the University because of 
poor academic performance, and/or (2) hav- 
ing left the University with a grade point 


average below 1.75 (a GPA of 1.90 is re | 


quired to graduate). 

Both criteria were deemed necessary in 
that students who performed unsatisfactor- 
ily were often allowed to leave school for 
“personal reasons” so that the stigma of 
“academic failure” would not deter their 
acceptance at other institutions. Seventeen 


students, eleven HA and six LA, were either | 


still enrolled in the University or had left 
with averages above 1.75. 
the relationship between anxiety and drop- 
outs resulting from academic failure, these 
students were eliminated from the sample; 
for this analysis there were 129 HA students 
and 138 LA students. 


RESULTS 

The students were subdivided into fie 
levels of scholastic ability, on the basis of 
their ACE total scores. Each level consist 
of approximately 20 per cent of the total 
sample. The lowest level of ability W3 
designated I; the highest was designated V+ 
The ACE score ranges for levels 1 throu; 
V were 62-102; 103-116; 117-126; 127-131 
and 138-174, respectively. 

The GPAs of the HA and LA su 
were then compared for these ability e 
The relationship between manifest an 
and grades for students of different leve 
of scholastic ability is depicted in Ha 
where it may be noted that in the HE 
middle range of ability, the HA stu a 
obtained poorer grades than did the LASI 
dents. There appeared to be no differen 
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Mean Grade Point Averages for High 
and Low Anxiety College Students 
at Five Levels of Scholastic 
Ability 


between the HA and LA students at the 
extremes of ability. 

These data were subjected to an analysis 
of variance [Lindquist (7), factorial design]. 
The hypothesized main effect of anxiety 
Was statistically significant (F=5.48; df= 
1/274; p<.025). The expected relationship 
between scholastic ability and GPA was 
also highly significant (F=5.60; df=4/274; 
p<.001). 
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Although the effects of anxiety and scho- 
lastic ability on grades appear to be inter- 
active, i.e., the effect of anxiety depends 
on the student's level of ability, the sta- 
tistical test of this interaction was not 
significant (F=1.36; df=4/274; p>20. 

It may be noted in Figure 1, however, 
that the observed interaction is heteroge- 
neous; failure to obtain a statistically sig- 
nificant interaction may result from the 
fact that analysis of variance tends to pro- 
vide a relatively insensitive test of such 
interactions (7). 

When the relationship between anxiety 
and dropout rate resulting from academic 
failure is examined, 8 of 138 LA students 
and 26 of 129 HA students were classified 
as academic failures, according to the pre- 
viously stated criteria. The total number 
of students in the HA and LA groups at 
each level of ability and the number who 
dropped out of school because of academic 
failure are reported in Table 1. More 


Students at Five Levels of 
Scholastic Ability 


than 20 per cent of the HA students failed, 
as compared to fewer than 6 per cent of the 
LA students. When students in Group 1, 


College 


TABLE 1 


High and Low Anxious Stud 


ents at Five Levels of Scholastic Ability 


Who Dropped Out of School Classified as Academic Failures 


HIGH _ LOW 
ANXIOUS STUDENTS ANXIOUS STEENIS 
spa eckcisca Leite 
Scholastic No. %, No. % 
Ability No. Fail. Fail. No. Fail. Fail. 
I 22 3 13.6 
33 9 27.8 
m 22 3 13.6 26 A 3.8 
= 31 7 22.6 23 1 44 
y 21 5 23.8 37 0 0.0 
y 22 2 9.1 30 3 10.0 
Oa Total 129 26 20.2 138 8 5.8 
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the lowest ability group, are excluded from 
consideration, nearly 18 per cent of the 
relatively able HA students are found to 
have left the University because of academic 
failure, as compared to only 4.5 per cent 
of the relatively able LA students, 


DISCUSSION 


The findings of the present study provide 
evidence of the detrimental effects of 


< anxiety on college grades and dropout 


I 


rates resulting from academic failure. The 
effect of anxiety on grades resulted from 
the fact that HA students in the middle 
ranges of ability did poorer than LA stu- 
dents of comparable ability (see Figure 1). 

Although the obtained relationship was 
based on academic performance during a 
single semester, the data on dropouts in- 
dicated that the effects of anxiety on aca- 
demic performance are not limited to a 
single semester. A larger percentage of the 
HA students were academic failures at 
all levels of ability, except the highest. 

Moreover, when only the relatively able 
students are considered (those at ability 
levels II, III, IV and V), the percentage 
of HA students who failed was nearly four 
times as great as the percentage of LA 
academic failures. It is apparent that the 
loss to society of the creative abilities of 
potentially able students through under- 
achievement and/or academic failure con- 
stitutes an important mental health pro- 
blem in education. 

The grades of low aptitude students were 
uniformly low, irrespective of their anxiety 
level; poor academic performance presum- 
ably resulted from their limited ability 
However, since the dropout rate resulting 
from academic failure was approximately 
twice as high for the HA students at ability 
level I as for the LA students at this level, 
the combination of high anxiety and lim- 
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ited ability appears to have a more detri 
mental effect upon the performance of HA 
students over a period of time. 

For the superior students, grades were 
high and apparently independent of anxiety 
level. It would seem reasonable to assume 
that college work was relatively easy for 
such students; their superior intellectual 
endowment made it possible for them to 
obtain good grades, irrespective of their 
anxiety level. 

A more detailed analysis of the perform 
ance of students who scored in the highest 
level of academic ability suggests, however, 
that high anxiety may actually facilitate 
the performance of the most able students 
For such students anxiety may provide 
increased motivation (12) which stimulates 
them to greater effort in their academic 
work, 

For the purpose of examining this pos 
sibility, the GPAs for only those students 
in the highest ability group whose ACE 
scores were 150 or above were considered. 
The mean GPA for the very superior HA 
students (N=9) was 3.01 as compared to à 
mean GPA of 2.70 for LA students of 
comparable ability (N=12). This differ 
ence, however, did not reach a satisfactory 
level of statistical significance (t=.90; df= 
13; p.>05). 5 

Perhaps the most important implication 
of the findings of the present study is E 
it appears possible to identify members ° 
the college population who, becata 
emotional problems, are not likely, unde 
general conditions, to function at levi 
commensurate with their intellectual p% 
tential. A 

By identifying such students at thg a 
liest possible time and offering them e 
peutic opportunities, the academic E | 
tality among able students who fail beca ID 
of difficulties in their emotional adju 
ment could be reduced. 
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Ideally, such students should be identified 
at the beginning of their freshman year. 
The effects of anxiety on the academic 
performance of college freshmen might be 
expected to be more detrimental than for 
the students in the present sample who 
were predominantly sophomores and jun- 
iors. 

The college freshman must adjust to 
demands for academic achievement under 
conditions of increased complexity of sub- 
ject matter and heightened competition 
from his peers. 

In addition, he is confronted with estab- 
lishing a new set of social relationships in 
à strange environment. To the extent that 
freshmen with heightened anxieties can be 
identified early and offered therapeutic 
assistance, it is possible that academic cas- 
ualties and, in some cases, emotional dis- 
orders can be prevented. 


SUMMARY 


Tn order to assess the effects of manifest 
anxiety on academic performance, the 
grades achieved by anxious and nonanxious 
college students for a single semester's 
work were examined. 

The long-term effects of anxiety on aca- 
demic performance were evaluated by de- 
termining—three years subsequent to the 
mitial data collection—the number of 
anxious and nonanxious students who 
pier had graduated or had left the Uni- 
versity, classified as academic failures. 

It was found that anxious students in the 
middle ranges of ability obtained lower 
aa and a higher percentage of academic 

Tes than nonanxious students of com- 
Ee ability. Students of low ability 
iety Je poor grades irrespective of their anx- 
th vel; however, a higher percentage of 

“se students, with high anxiety, were aca- 
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demic failures than were the nonanxious 
students of limited ability. 

For the very superior students (those 
with ACE scores above 150), it appeared 
that anxiety may have actually facilitated 
academic performance. To the extent that 
anxious students—likely to be undera- 
chievers or academic failures—can be iden- 
tified early and offered effective therapeutic 
assistance, academic mortality rates result- 
ing from emotional factors can be reduced. 
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this report is concerned with the range 
bf certain personality and “spiritual” 
Suanges seen among members of Alcoholics 
monymous who have achieved sobriety. 
An impression is described of the in- 
mence of this program upon the depend- 
Mcy patterns of 50 members of Alcoholics 
inonymous, with special reference to their 
Mdividual attitudes toward a self-defined 
toward the Alcoholics Anonymous 
foups and toward other persons; also, an 
5 pothesis is advanced of the association 
y E these patterns of change in rela- 
“on p. 

Än attempt was made to maximize ob- 
Jectivity in the sampling, the data collec- 
pend the evaluation, by rating the 
concerned. These steps were taken 
E direction of a scientific approach 
a problem of judging the effects of 
ae social environment upon jn- 
‘Widual mental health, even though a 


rigorous statistical or cpidemiological 
study was precluded by the nature of the 
variables and the sources of the data. 


BACKGROUND 


In recent years there has been increased 
recognition of the contribution made by 
nonprofessional groups using a nonsec- 
tarian, spiritual philosophy and program 
to cope with particular mental health 
problems in the community. 

Alcoholics Anonymous, the outstanding 
example, is used extensively by hospitals, 
prisons, religious groups, general practi- 
tioners, and psychiatrists. 

Other groups have been proliferating to 
cope with such addictions as narcotics and 
gambling, the emotional problems of 


oe 
Dr. Cohen is assistant to the commissioner, Depart- 
ment of Mental Health, The Commonwealth of 


Massachusetts, Boston. 
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former mental hospital patients, those af- 
flicted with ulcerative colitis, parents of 
juvenile deliquents, casualties of broken 
homes, and so forth. Apparently, these 
groups have a well-deserved reputation for 
helping to improve the mental health of 
their members. 

For a number of reasons specific defini- 
tion of the nature and scope of this help 
is lacking. 

First, the cases which are most responsive 
to this type of program tend to escape the 
attention of the best-qualified observers. 
Having the most favorable outcome, these 
cases lack need for further help, fail to ap- 
pear in clinic waiting rooms and thus are 
inaccessible to study. Therefore, the clini- 
cian usually has only a skewed sample— 
heavily weighted with unresponsive cases— 
upon which to base his judgment of this 
type of program. 

Secondly, observation and communica- 
tion are distorted by the numerous sen- 
sitivities and biases stirred by the quasi- 
religious components of some of these 
organizations. 

Accordingly, considerable case material 
remains unexplained and undocumented; 
the professional literature on the subject 
is, therefore, scanty; and as a result a 
report of personality changes among mem- 
bers of Alcoholics Anonymous—based 
upon a series of organized case studies— 
is lacking. It was an awareness of this 
unmet need which led to this paper. 


DESCRIPTION OF THE ALCOHOLICS 
ANONYMOUS PROGRAM 


Alcoholics Anonymous constitutes an in- 
formal followship founded in 1934 and now 
numbering in excess of 250,000 individuals 
with arrested alcoholism. These indi- 
viduals meet together in groups to con- 
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program as exemplified in their own lives 
and to provide a social setting for helping 
“sick” alcoholics achieve a sobriety similar 
to their own. The well-known “twelve 
steps” of their program may be summz 
rized as: 


I. Admission of helplessness to resist 
the alcoholic compulision by um 
aided personal will-power. Instead 
this goal is to be won by means of 

II. Strengthening of dependence upon 
a self-defined “High Power” 

III. Adjustment of interpersonal rele 
tionships 

IV. Active participation in a program 
to help compulsive drinkers to over 
come their addiction. 


cern themselves with the principles of their 


That the Alcoholics Anonymous ple 
gram has attracted a large and active 
following is evident by the frequency and 
volume of attendance at.Alcoholic Anot 
ymous meetings. 


HYPOTHESIS 


The author approached this subject with 
a disposition based upon certain previols 
psychotherapeutic experiences to assum 
that important personality changes could, 
in fact, result from participation in sudi 
a program as Alcoholics Anonymous: 
This was given support by some pe 
liminary interviews of Alcoholics AnA 
ymous members and by observations 4 
Alcoholics Anonymous meetings. It i 
possible that a feasible solution for ce 
frequently found conflicts about individ! | 
childhood needs had been built into F. 
Alcoholics Anonymous program by yi 4 
of an intuitive use of its quasi-reliy 
features. The pertinent psychodynmt 
were formulated in the following 2a 


Members of Alcoholics Anonymous 


and are presented to show the reasoning 
behind the hypothesis tested. 

The formation of a dependent relation- 
ship upon the person of the parents is, of 
course, a normal adaptive process in early 
childhood. Difficulty often comes in the 
later expression of these dependent needs 
which persist at some level of mental life 
and continue to influence behavior as the 
child outgrows his parents. Among the 
possibilities of impaired social adaption 
which may result are the following: 

1.The persistence of excessive depend- 

ence upon the person of a parent in 
adult life. 


2. Excessive predisposition to form de- 
pendent attachments to individuals 
outside the family who are perceived 
as authority figures. Repeated frus- 
tration and rejections are frequently 
provoked by the fawning, ingratiating, 
or parasitical behavior which is mo- 
tivated by this need. 


3. Neurotic defenses may be elaborated 
to avoid giving vent to these dependent 
needs which become anxiety-laden 
because of the pain associated with 
their frustration, Thus, the individ- 
ual may resort to social withdrawal, 
diminishing his attempts to form 
fulfilling or gratifying social relation- 
ships; or he may develop antagonistic 
attitudes toward authority figures 
steming from a need to devalue the 
original parent-figure. 

This mechanism of modifying the 
original perceptions of parents as 
omnipotent is frequently seen among 
Individuals whose current hostile and 
dependent attitudes can be linked with 
ambivalent early family relationships. 

his same conflict only in a less florid 
fashion confronts the normal adoles- 
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cent. Less difficulty is present, to be 
sure, when childhood experience has 
been favorable but, qualitatively, a 
similar need exists. 


Clearly, one fundamental means of re- 
solving this universally found conflict is 
by its sublimation, i.e. by an affirmative, 
nonfrustrating type of expression of the 
underlying childhood urges. This is, of 
course, a tall order because of the great 
anxieties associated with the expression of 
these deep-seated feeling and the difficulty 
inherent in the definition of an appropriate 
object for them. 

However, this process may conceivably 
occur among members of Alcoholics Anon- 
ymous. In this instance, an abstraction, 
the image of a “Higher Power,” is the 
object which attracts and permits expres- 
sion for the dependent wishes which need 
an acceptable outlet. 

The Alcoholics Anonymous program 
may be particularly well-suited to accom- 
plishing this difficult objective for the fol- 
lowing reasons: 

1. The possibility for occurrence of this 
type of emotional change exists especi- 
ally frequently among alcoholics, be- 
cause of the well-known frequency of 
conflicts deriving from hostile-depen- 
dent trends among members of this 
group. 

.The stated Alcoholics Anonymous 
credo emphasizes especially the goal 
of relating to a Higher Power. Among 
the “Twelve Steps” of Alcoholics 
Anonymous, some six are directly 
concerned with this subject, whereas 
by contrast only one makes direct 
reference to alcohol. 

3. The concept of a self-defined Higher 

Power in Alcoholics Anonymous often 

is acceptable because it avoids stirring 
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sensitivities about institutionalized and 
sectarian religion; and yet is clearly 
enough defined to faciliate the forma- 
tion of an individualized intrapsychic 
image of a reliable figure. This is the 
emotionally relevant element rather 
than the accuracy of correspondence 
to a real figure in the outside world. 
Thus, the essential attributes of an 
effective object for attracting child- 
hood dependencies are retained. 


In addition, several features of the Alco- 
holics Anonymous program combine to 
help overcome the anxieties which are 
inevitably involved in mobilizing these 
feelings. For one thing, new members are 
often in a highly suggestible emotional 
state because of the apprehension aroused 
by the threat which compulsive alcoholism 
poses to their physical and social integrity. 

Secondly, adequate time is provided in an 
appropriate social setting, so that these 
anxieties can be made the focus of con- 
scious concern. Many new members spend 
upwards of 20 hours per week at Alcoholics 
Anonymous group meetings as well as 10 
to 15 additional hours in other work 
related to this program—for months and 
even years. Meantime, the atmosphere 
which exists is conducive to the confronta- 
tion and working through of many anxiety- 
laden feelings. 

Accordingly, the possibility is raised of 
major personality changes occurring among 
Alcoholics Anonymous members by virtue 
of the influence upon their deep-seated 
dependency needs of their participation in 
the program. 

If the foregoing theoretical formulation is 
correct, these changes should include a 
reversal of the neurotic dependency pat- 
terns noted previously; that is, pari-passu 
with an increased dependence upon a 
Higher Power, there should be (1) a growth 
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of firmness and independence in interper 
sonal relations; (2) a lessening of sug 
gestibility, ingratiating or fawning behavior 
and of disposition to hostile rebellious out 
bursts; (3) an increase in intrapsychic 
tranquility resulting from freedom from 
anxiety-producing internal pressures. 
Here are a group of attributes whidif 
may be amenable to evaluation and rating: 
Accordingly, a plan was made to evaluaté 
these personality factors among a numbe 
of members of Alcoholics Anonymous b 
means of structured retrospective individual 
case histories in order to test the predicted 
association. 


RESEARCH PROCEDURE 


The hypothesis testing in this study 
readily divided into two parts. The first 
was a preliminary field exploration by thi 
writer, who personally interviewed š j 
Alcoholics Anonymous members, 
retrospective, comprehensive 
type of anamneses varying from three 0 
eight hours in duration. The info m s 
were found through mutual professioni 
associates and at the 15 Alcoholics An’ 
ymous meetings attended. 

Usually at these meetings a number ® 
members would prove curious about ti 
reasons for the investigator's presei 
Among these, some would shy away, 
dently opposed to interview, while other 
would be most co-operative in this regm 
once the purpose of the study Was j 
plained. In addition, the books, Jo 
and pamphlets published under Alcoho 
Anonymous auspices were reviewed. 

In this phase, the hypothesis itself 
clarified and noted to be consistent : 
the patterns of psychological change © 
served. That is, alterations in depe” “a 
relationships toward both a Higher 
and toward other persons seemed 
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ble among these informants—alterations 
attributable to participation in the Alco- 
holics Anonymous program, and manifest- 
ing a pattern of variation and association 
which was predictable from the foregoing 
hypothesis. 

The second phase was an attempt to see 
if corroborative data would be forthcom- 
ing when collected from a fresh series of 
Alcoholic Anonymous members seen by 
additional interviewers who were unaware 
of the hypothesis involved—thus counter- 
acting possible observer bias by the writer 
as a significant distorting factor. 

All of these informants, 31 in number, 
were also volunteers obtained by “acci- 
dental” means, being referred by a friend 
who had been interviewed or recruited at 
an Alcoholics Anonymous meeting by the 
writer or by the social workers. All who 
could meet the criterion of a previous 
history of compulsive alcoholism and a 
Minimum of one year’s sobriety—appat- 
ently linked with the Alcoholics Anonymous 
program—were seen, so that cases were not 
selected purposively. 

However, true random sampling was out 
of the question since only a fraction of 
Alcoholics Anonymous members would 
agree to be interviewed. Three of the 
Writer's original 19 cases were also inter- 
Viewed by social workers, to check for 
Consistency (which was found to be reason- 
ably satisfactory). 

_It was decided to employ several part- 
time psychiatric social workers, as inde- 
pendent observers, since the type of history 
to be taken was quite similar to the intake 
anamnesis for which they had been well- 
trained. These social workers were in- 
structed to interview basically in an as- 
Sociative fashion, stressing spontaneity 
while reviewing the general case history. 
In addition, a questionnaire was prepared 

use of the special needs of this study 


to supplement the interviews with an ap- 
propriate structure, 

The social worker's final report was 
process in nature, making maximal use of + ` 
direct quotations and other raw data to 
convey the interview content in an um 
censored fashion to the reader. The first 
part was general case history followed by 
an interview analysis, The person's past 
involvement with Alcoholics Anonymous 
was reviewed and an evaluation made of 
his current need for active participation to 
maintain sobriety, stating both his felt 
need and the social worker's appraisal of 
the validity of this perception. 

Also, for each case three questions were 
raised about each of the following factors: _ 
(1) the individuals sense of inner well- 
being and emotional stability, (2) depend- 
ency as a characteristic of his interpersonal 
relations, (8) “spiritual attitudes," that is, 
the feeling of relationship to a Higher 
Power. 

For each of these nine items the social 
worker had to supply a rating ranging 
along a four-point scale from “none to 
much,” applicable to the individual both 
before and since Alcoholics Anonymous 
participation. Justifications were 
for each rating and were usually elabora- 
tions upon the earlier process description 
of the interview. It soon proved that 
sophisticated interviewers could obtain and 
record, if guided in this way, a reasonable 
basis for comparing and rating the pat- 
terns of change in the informant’s depend- 
ency upon a Higher Power, toward the 
Alcoholics Anonymous group, toward other 
individuals, and in his intrapsychic state 
of tension, depression, or well-being. 
Meantime, the questionnaire was prepared 
with sufficient objectivity so that even after 
many interviews, the social workers re- 
mained unaware of the investigator’s hy- 
pothesis. 
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The final step was to see what associations 
existed among the factors in these cases. 
For this purpose the social worker's case 
histories were divided so that the material 
relevant to each person's “spiritual” changes 
were separate from the rest. After a month 
had passed, the writer reviewed the list of 
informants, reading only the material in 
each case relevant to one factor (such as 


“patterns of change in spiritual attitudes) 
as the sole basis for rank-ordering the cases 
in this respect. A similar procedure was 
subsequently followed for the other factor. 


RESULTS 


The writer’s ranking of the case reports 
may be seen in the following table: 


Rank-Ordering of Changes Among A.A. Informants 
(1—most change; 31—least change) 


Ranking of Ranking of Ranking of 
increase in decrease in increase in 
dependence upon dependence in intra-psychic 
Initials of informant “Higher Power” interpersonal relations sense of well-being 

E.J. 1 1 6 
J. Me. 2 3 4 
G.W. 3 4 1 
M.M. 4 9 5 
R.K. 5 2 - 
M.H. 6 5 3 
W.M. 7 16 21 
P.L. 8 12 n 
E.C. 9 6 19 
E.J. 10 8 13 
Ta N 13 9 
J-E. 12 11 14 
PL. 13 7 10 
H.M. 14 15 23 
S.R. 15 18 17 
F. S. 16 19 15 
J.B. 17 90 12 
H.B. 18 96 29 
IPIE 19 14 16 
J.W. 20 10 28 
P.K. 21 21 24 
aD, 92 31 31 
N. M. 23 25 zg 
J.J. 24 99 30 
R.F. 25 22 22 
R.R. 26 17 8 
W.C. 27 27 20 
J.E. 28 28 25 
E.R. 29 23 18 
L.W. 30 24 7 
J.H. 31 30 27 
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Considering the nature of the data, a rea- 
sonable method of analysis seemed to be 
the horizontal comparison of the three 
columns of figures by thirds. This approach 
pointed up the association among the 
degrees of change in spiritual, interpersonal, 

_ intrapsychic relationships. 


l.High rankings (1 through 10) in 
the first column figures were correlated 
with similar rankings in second and 
third column figures in 14 out of 20 
possible instances. 

2. Middling rankings in first column 
figures (11 through 20) were correlated 
with similar ranking in second and 
third column figures again in 14 out of 
20 times. 


3.Low rankings in first column figures 
(21 through 31) were correlated with 
low rankings in the other columns in 
18 out of 22 possible instances. 


The figures, accordingly, support the 
thesis that a correlation in fact exists be- 
tween the variables. This comes out even 
More compellingly when analyzed in such 
a way as to minimize the distortion caused 
by an occasional incorrect case evaluation 
of a field observer. 

i Thus, for 18 of these cases, all the rank- 
ings were recorded in those horizontal 
thirds which indicated full correlation. 
‘mong 9, the deviation from full correla- 
ton was slight. And only among 4 cases 
Were the correlations quite wide of the 
Of course, the rankings are all open 

the question of bias, since they were 
a the writer, who was active through- 
oe is study. In a larger case series, which 

ing planned, the rankings will be made 

Y Previously uninvolved persons. 
Bette graphic picture of the associa- 

noted among the variables of this 


COHEN 


study can be obtained from illustrative 
cases. The following vignettes seem repre- 
sentative of the extremes of the spectrum 
evident to this writer. 


Case A: A middle-aged, single female, 
sober for 12 years. 


Quotations from Case A: 


“I was afraid of everything when I was growing 
up. I was terrified of my brilliant mother, and 
the constant threat of her disapproval. I was 
afraid of school, where I did so poorly. I was 
afraid of men; I had no idea of who I really was 
as a person. I was a ‘yes girl,’ always doing what 
everyone wanted me to do. 

“I have a will of my own now; for example, 
when I have spoken to someone who is interested 
in coming into the program and they tell me that 
they want to speak to me again, I can tell them 
that the next thing for them to do is to come 
to a meeting and not talk any more to me. Now, 
I never could have set limits like that before. I 
would have done anything the person asked of 
me.” 


During the first three years in the pro- 
gram, “A” was rid of her long-standing 
anxieties which had been associated with 
a knotted sensation in her stomach. Since 
then she has felt a previously unfamiliar 
sense of calm. She has taken up many new 
interests which have involved her with 
people once more, reversing her previous 
trend toward social withdrawal. 

In regard to “A’s” change in relationship 
to a Higher Power the following quotations 
are pertinent: 


“J always believed in a Higher Power, but I 
couldn’t believe that I was worthy enough to 
be considered by God. As a child I don’t think 
that going to church meant anything to me be- 
cause it was all mixed up with my mother and 
father, and there was too much of a problem 
there for me to separate the two. 

“It happened very slowly. In the beginning I 
was very skeptical of all the talk about a spiritual 
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way of life, but as time went on, I felt more and 
more that this was a very important thing in my 
life. I realized now that it is the central idea 
behind the whole program, and that it is the 
“Grace of God” that makes the program work 
and that brings people to it. 

“My faith is a vital part of my life now. I have 
turned to Him many times when I was troubled 
and always He has helped me. When I feel my- 
self getting angry at school I pray to God to 
grant me serenity and I feel the anger melt.” 


A larger number of the informants, as 
exemplified by Case B, had apparently ex- 
perienced no change at all in their feeling 
pattern about a “Higher Power;” they were 
also characterized by a lack of personality 
change as well as by an outspoken personal 
need for an ongoing program of A.A. meet- 
ing attendance and other participation in 
order to preserve a sobriety which was 
perceived as precarious and contingent. 


Case B: A middle-aged, white, divorced 
male, sober for 6 years 


Quotations from Case B: 


1. Personality Change 


“Used to get mad rather easily but, in general, 
has always been an easy-going person—only real 
problem was drinking . . . Still gets annoyed at 
little things, but now uses A.A. instead of alcohol 
to let off steam. 

“Happier now that he is away from his family 
and does not have any responsibility.” 

“Now that I’m sober I feel I can really look out 
for me . . . Has this coming after being so un- 
happy while drinking.” 


2. Religious Change 


“The family went to church and all that, but 
no one made much of it; we just were expected 
to go, so we did and that was that. 

“Never paid any attention to the Higher Power 
Steps in A.A., only the slogans ‘used in the pro- 
gram were meaningful to him.’ 

“Goes to church and confession but does not 
feel that this is a special influence in his life, just 
something he is accustomed to doing.” 
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3. Altitude to A.A. 


“Knows that if he stopped going to A.A. met 
ings, sooner or later he would slip, even thopgh 
he has maintained sobriety for six years.” 

DISCUSSION | 


Accordingly in this study, the association 
was quite marked between the independent 
variable; that is, increase of dependeng 
upon Higher Power, and the dependent 
variable, which can be considered as criteria 
of personality motivation. In addition t 
the results of the rank-ordering, the Qw 
material which was quoted illustrates th 
pattern seen. I 

Case A is representative of a relatively 
small faction of Alcoholics Anonymous met 
bers who have undergone a substantial type 
of religious conversion, with the mobiliza 
tion of a new and deeply felt state of deper 
dency upon God as individually under 
stood. These seemed to be the same 
persons who experience the maximum a 
personality alteration also noted; that 8 
diminution of inner tension states 
enhancement of intrapsychic state of well 
being, as well as an increase in firmness 
maturity, and of independence in thar 
relationships, the correlation noted in 
ranking. 

The writer’s impression is that anothet 
characteristic of these individuals is a great 
decline in their need for active Alooha 
Anonymous participation to protect the 
personal sobriety. They tend to drift frot 
the program so that their residual partidp 
tion seems more motivated by a sei a 
obligation than an ongoing personal n 

So it was with Case A. Becoming 2 
deeply responsive to the spiritual r 
the program, she overcame her longs 
ing inability to set limits with others 
her fears and her “knotted sensation J 
the stomach” were relieved. Ul J 


| 
d 


she required very little activity in Alcoholics 
Anonymous as a prop for her sobriety. By 
mntrast, Case B shows minimal spiritual 
Of personality alteration, but communicates 
@ compelling need for active Alcoholics 
Anonymous involvement, even after six 


tars of sobriety. 
Accordingly, the above cases illustrate 
the association found between the variables 
i this study; that is, the greater the in- 
(ease in dependency among these Alco- 
glis Anonymous members upon a self- 
ined Higher Power, the greater the 
Personality change as well, as measured by 
growth of independence in interpersonal 
Telationships and of intrapsychic tran- 
quility. 
This pattern is consistent with the pre- 
fiction from hypothesis of the possible 
Mental health benefit of sublimating re- 
fidual childhood dependent needs in this 
Manner. This finding may seem predictable 
some on an intuitive basis, but it proved 
rising to several of my colleagues who 
Teviewed these cases, expecting to find more 
dependency in interpersonal relations to 
Tesult from enhanced religious dependency 
Mather than the converse. 
_ Also, this finding is different from 
Bales’ opinion (1) that Alcoholics Anony- 
mous members remain as dependent as ever, 
Merely diverting the expression of this need 
to their supportive activities toward active 
alcoholics. 
The degree of ongoing need for continu- 
ing participation in the Alcoholics Anony- 
Mous program in order to maintain sobriety 
seemed to constitute a variable which was 
a ated to this study. Accordingly, its ex- 
Z nt and previous historical pattern were 
plored with each informant. 
ia. It was noted that the first year of Alco- 
ng e Anonymous for a compulsive alco- 
Moe who seriously attempts to achieve 
Sobriety is usually characterized by marked 
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activity—frequently consisting of attend- 
ance at daily meetings and perhaps 15 other 
hours a week of study, discussion, counsel- 
ling of other alcoholics, and related service 
work. 

Some informants continue indefinitely 
to commit a large segment of their time to 
Alcoholics Anonymous purposes; others 
taper off to two or three meetings a week; 
still others gradually withdraw altogether. 
Thus, the nature of the informants’ present 
involvement with Alcoholics Anonymous 
was partly determined by the timing of the 
interview about their rehabilitative ex- 
perience. Accordingly, the data did not 
permit this factor to be ranked in this series 
in a way similar to the listed dependent and 
dependent variables. 

The patterns of decrease in need for Alco- 
holics Anonymous program participation 
were, however, suggestive to this writer, 
occurring most markedly among the in- 
formants who had sublimated most fully 
their dependency needs in relation to their 
concept of a Higher Power. 

The implication is that the intensity of 
the individuals Alcoholics Anonymous 
effort often reflects his anxieties resulting 
from unsatisfied dependent needs, these 
anxieties being linked with the urge to 
imbibe alcohol. Thus, by satisfying his 
dependency needs through their expression 
in regard to a Higher Power, the Alcoholics 
Anonymous member becomes more relaxed; 
being under less internal pressure, he is 
therefore less urgent in his Alcoholics Anon- 
ymous program participation. 

The content of this study is, of course, 
central in the mental health field. The 
personality area of dependence-independ- 
ence was considered crucial as a criterion 
of positive mental health by Marie Jahoda 
in her book Current Concepts of Positive 
Mental Health (7) which reflects an import- 
ant present consensus among a group of 
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leading social scientists. Thus, careful 
attention should be given to case experi- 
ences which suggest means of altering this 
balance in the direction of emotional 
maturity. 

Accordingly, this study has certain prac- 
tical implications which should be listed, 
in addition to its theoretical value of sup- 
porting the previous formulation of the 
psychodynamics of childhood dependency 
needs: 


1. There may well be advantages for many 
individuals—from the viewpoint of 
individual mental health in participat- 
ing in certain groups centered not 
about the person of a group therapist 
but around an abstract idea or ideal. 

2.Such groups can achieve their objec- 
tives, providing wide community cover- 
age with minimal financial or personal 
requirements. 

3.In addition, a means of enriching a 
study is illustrated by the incorpora- 
tion of epidemiologic and public 
health concepts and techniques. 


Thus, the importance of broad samplings 
is shown, since these findings would never 
have been gleaned by the examination of 
only those alcoholics who appear at hospital 
doors after an unsuccessful attempt to 
achieve sobriety in the Alcoholics Anony- 
mous program. 

Also, an attempt is made to evaluate 
quantitatively the association between the 
dependent and independent variables, even 
though the phenomena of concern are 
vague and ill-defined enough to justify 
contentment with a speculative type dis- 
cussion. 


SUMMARY 


This paper is a report of a study of the 
range of personality changes seen among 
members of Alcoholics Anonymous who 
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have achieved sobriety after a period of 
compulsive alcoholism. The social and 
scientific importance of the type of explora- 
tion is discussed as well as the reasons for 
the relative lack of data in this field. 

Also described are the observations which 
indicate that the program participation 
resulted in varying degrees of (1) “spiritual 
changes” or—in the language of Alcoholics 
Anonymous—increased emotional depend: 
ence upon a “Higher Power;” (2) person- 
ality change, including enhanced independ 
ence in interpersonal relationships, and 
diminution of anxiety or its equivalents. 

An hypothesis of these “spiritual” and 
personality changes is conceptualized and 
presented to show in psychodynamic terms 
the plausibility of (1) such changes being ` 
produced among responsive individuals and 
(2) the personality changes being caused | 
by the “spiritual” changes. Bi: 

An attempt to test this hypothesis # 
described, based upon anamneses obtained | 
from co-operative Alcoholics Anonymous 
members by psychiatric social workers 
These social workers were guided by ko 
interview outline which permitted rating 
the relevant variables. 

The prediction was that the degree 
“mental health improvement” in terms 0 
personality changes noted would be ™ 
direct proportion to the amount of “spirit ` 
ual” change occuring in response o 
Alcoholics Anonymous program. š 
variables concerned have followed this ie | 
tern among the 35 cases as shown by a ran” 
ordering procedure which is described K | 
as illustrated by selected material fro 
three cases. Fey 

The intent in this study was to maxim! 
objectivity in an area of investigation whi š 
does not lend itself readily to this purp! a 
The strategy employed is described T 
the unavoidable sources of error W 
were recognized. 
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ARTHUR F. CLAGETT, M.A. 


Primary essentials for organizing 


and administering a successful 


institutional A.A. program 


PURPOSE 


The purpose of this paper is to provide 
resource material for colleagues who are 
concerned with problems of organization 
and administration of group therapy pro- 
grams, viz: Alcoholics Anonymous (A.A.), 
Narcotics Anonymous (N.A.), group psycho- 
drama, etc., in an institutional setting. 


A.A. ORIGIN FUNCTION AND GOAL 


The A.A. movement was founded in 1935 
by two confirmed alcoholics: Bill W., a 
New York stock broker, and Dr. Bob S., an 
Akron, Ohio, physician (2). Both of these 


Mr. Clagett is a counseling psychologist engaged 
in private practice in Baker, La. From December, 
1956, to January, 1959, while employed as classifica- 
tion officer at Louisiana State Penitentiary, he served 
as institutional sponsor of the inmate A.A. program, 


1 Founded in England by Dr. Frank Buchman, an 
American Lutheran pastor. 
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men presented long, disastrous personal 
histories of alcoholism. 

Each had been affiliated (in different 
localities) with the Oxford Group,’ a fellow 
ship which strives for individual ae 
strength of its members through ee, ; 
on spiritual values. The objective of š 
Oxford Group (9), currently known a] 
the Moral Rearmament Group, is to ena 
its members to achieve greater pena 
meaning and happiness from life by oa 
cising the qualities of honesty, Pe 
unselfishness and love in all matters gov 
ing their daily affairs. 

Many of the basic principles 
the Oxford Group were incorporate : 
the A.A. program. Both co-founder Be 
A.A. believed, however, that the gaan 
evangelistic policies held by the K A 
Group serve no motivating pure ihe 
getting chronic drunkards to face UP Ip it 
fact that, as alcoholics, they need help 


fostered bY 
d into 


order to recover from alcoholism. Ac- 
cordingly, by 1937 all ties originally shared 
with the Oxford Group were ended (11). 
The function and objective of A.A. is 
best expressed by quoting its preamble (11): 


AA. Preamble. “Alcoholics Anonymous is a fel- 
lowship of men and women who share their 
experience, strength and hope with each other, 
that they may solve their common problem and 
help others recover from alcoholism. 

The only requirement for membership is an 
honest desire to stop drinking. A.A. has no dues 
or fees, It is not allied with any sect, denomina- 
tion, politics, organization or institution; does 
not wish to engage in any controversy, neither 
endorses nor opposes any causes. Our primary 
purpose is to stay sober and help other alcoholics 
to achieve sobriety.” 


Hence it becomes the primary objective 

of each A.A. member to stay sober and to 

help other alcoholics achieve sobriety. That 
goal, in turn, is accomplished through adop- 
tion of A.A.’s simple Twelve Step program 
—applied only twenty-four hours at a time 
and subsequently renewed on each suc 
ceeding day. 

a 


The Twelve Suggested A.A. Steps (1): 


1. We admitted we were powerless over alcohol— 
that our lives have become unmanageable. 
2.Came to believe that a Power greater than 
ourselves could restore us to sanity. 

3.Made a decision to turn our will and our 
lives over to the care of God as we understand 
Him. 

4, Made a searching and fearless moral inventory 
of ourselves, : 

5. Admitted to God, to ourselves, and to another 
human being the exact nature of our wrongs. 

6. Were entirely ready to have God remove all 
these defects of character. 

a Humbly asked Him to remove our short- 
comings, 

8. Made a list of all persons we had harmed, and 
became willing to make amends to them all. 

9. Made direct amends to such people wherever 
Possible, except when to do so would injure 
them or others. 

10.Continued to take personal inventory and 
when we were wrong promptly admitted it. 


Institutional A.A. program 
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11. Sought through prayer and mediation to im- 
prove our conscious contact with God as we 
understood Him, praying only for knowledge 
of His will for us and the power to Garry 
that out. 

12. Having had a spiritual awakening as the 
result of these steps, we tried to carry this 
message to alcoholics and to practice these prin- 
ciples in all our affairs. 


The men and women comprising the 
A.A. fellowship meet in local groups which 
vary in membership from two or three 
to several hundred, depending on the size 
and locality of the community concerned. 


Group Traditions. “Just as the Twelve 
Steps reflect the practical experience of 
individuals who have recovered from alco- 
holism, so do the Twelve Traditions reflect 


the practical experience of many groups” 
..» . (11) and they have proved to foster 


sounder group growth, when compared 
with other methods. 


The Twelve A.A. Traditions (1): 


1. Our common welfare should come first; per- 
sonal recovery depends upon A.A. unity. 

2. For our group purpose there is but one ulti- 
mate authority—a loving God as He may ex- 
press Himself in our group conscience. Our 
leaders are but trusted servants—they do not 
govern. 

3. The only requirement for A.A. membership 
is a desire to stop drinking. 1 
4, Each group should be autonomous, except in 
matters affecting other groups or A.A. as a 

whole. 

5. Each group has but one primary purpose—to 
carry its message to the alcoholic who still 
suffers. 

6. An A.A, group ought never endorse, finance 
or lend the A.A. name to any related facility 
or outside enterprise lest problems of money, 
property and prestige divert us from our 

rimary spiritual aim. 

7. RERAN group ought to be fully self- 
supporting, declining outside contributions. 
8. Alcoholics Anonymous should remain forever 
nonprofessional, but our service centers may 

employ special workers. 
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9. A.A., as such, ought never be organized; but 
we may create services boards or committees 
directly responsible to those they serve. 

10. Alcoholics Anonymous has no opinion on out- 
side issues; hence the A.A. name ought never 
be drawn into public controversy. 

11.Our public relations policy is based on at- 
traction rather than promotion; we need al- 
ways maintain personal anonymity at the level 
of press, radio and films. 

12. Anonymity is the spiritual foundation of all 
our traditions, ever reminding us to place 
principles above personalities. 


Effectiveness of the A.A. Program, which 
no doubt, figured largely in the fellowship’s 
phenominal growth, is reported (2) as fol- 
lows: “Of alcoholics who came to A.A. and 
really tried, 50 per cent got sober at once 
and remained that way; 25 per cent sobered 
up after some relapses, and among the re- 
mainder, those who stayed on with A.A. 
showed improvement.” 


A.A. Growth (2). During A.A’s first four 
years of existence, “membership reached 
about 100 men and women.” ‘Then the 
fledgling society began to mushroom. One 
year later it was estimated that 800 mem- 
bers were on their way to A.A. recovery. 
By 1942, membership had increased tenfold 
—to approximately 8,000. 

By its twentieth birthday in 1955, the 
Group Handbook (11) placed A.A. member- 
ship at 150,000, comprising 5,000 groups 
located in more than 40 countries. 

Three years later, the 1958 revised figures 
(12) showed 200,000 members in 7,000 
groups, representing 70 countries. 

The latest count, taken in 1960, reported 
more than 300,000 members in 8,000 groups, 
representing over 80 countries. 

It is interesting to note that the growth 
statistics quoted for 1958 included 325 
institutional A.A. Groups, claiming a total 
of 13,370 members (7). Hence, it would 
appear there is a logical basis for believing 
that a prison inmate A.A. program con- 
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stitutes a valid correctional rehabilitatigg 
service for alcoholic prisoners. 

Furthermore, as reported elsewhere by 
the writer (4), roughly 20 per cent of all 
new commitments received at Louisiam 
State Penitentiary admit in their “inmate: 
version of offense,” to having been unde 
the influence of alcohol when committing 
the crime in question. 

Therefore, both logic of reasoning and 
principles governing correctional rehabil 
itation would demand that those “problem 
drinkers” be given an opportunity to a 
filiate with the A.A. fellowship befor 
they are released back into society. 


ORGANIZATION OF THE SOBER 
GROUP 


The Sober A.A. Group was founded in 1953 
for white alcoholic prisoners confined a 
Louisiana State Penitentiary in Angola 


noted from the official minutes, “The 
meeting was closed with every one seeming 
very optimistic as to the future of A.A. al 
Angola.” | 
The group's precarious growth recotth 
however, was subsequently reported, < 
follows, by Warden Maurice H. Sigler a 
“It was touch and go, so far as surviv ' 
Was concerned, for approximately tw 
years.” d 
In fact, a recent investigation of pno 
group records showed no actual increase m 
active membership during the first oe 
years of the Sober Group’s existence. e I 
the group began to grow. When ‘i 
writer became Institutional Sponsor rt 
December 1956, membership had increas 
to 24 members. By January, 1958, a 
attendance at meetings had stabilized 
roughly 100 members. 
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Sober Group Structure Functions 
and Goals 


In order to properly evaluate primary es- 
sentials which make for a successful A.A. 
program, the writer maintains that a careful 
analysis of existing group policies and 
practices is of paramount importance. 
Hence a detailed characterization of the 
Sober Group and its activities is presented 
as follows. 


Group Sponsor. The Institutional Sponsor 
of the Sober A.A. Group serves as a liaison 
between the prison administration and the 
inmates composing the Group membership. 
Thus, it is the sponsor’s responsibility to 
act as professional adviser and to brief 
Sober Group officers on institutional pol- 
icies and regulations so that group activities 
will develop in harmony with custodial 
Tequirements. 
At the same time, it is necessary that the 
Group Sponsor neutralize (or at least hold 
at a minimum) unwarranted interference 
by security officers, which would deter group 
Progress. 
Also, the Group Sponsor censors all in- 
coming and outgoing A.A. mail. He super- 
Vises publication of the Sober Quarterly 
Magazine, which is mailed out to over 3,000 
Outside agencies or individuals and other 
Institutions concerned with A.A. movement. 
He also assumes responsibility for co-ordin- 
atng routine activities and services, as 
required for conducting weekly group 
Meetings, 
He approves (routinely) prospective 
members wishing to join the Sober Group. 
ied group meetings periodically in 
r to evaluate group progress and to 


supervi š 
Pervise quarterly elections of group 
Officers, 


pt Membership. Normally any inmate 
mitting a written request to the Group 
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Sponsor is routinely approved for Sober 
Group membership. Denials are made 
only in rare cases involving major dis- 
ciplinary or security risks. Each man ap- 
proved for Sober Group membership, how- 
ever, must attend at least one meeting each 
month in order to retain membership 
status. 


Group Officers. Experience has indicated 
that the following listed officers represent 
the minimum number of “group servants” 
which should be expected to serve the 
group's best interest and assure harmonious 
group relations, while yielding the optimum 
results desired from group activities. 

1. Chairman. Acts as co-ordinator of 
Sober Group inmate activities; presides 
over all group meetings. He opens and 
closes group meetings and presides over 
the business sessions of those meetings. 
The Chairman is elected by the group 
membership, on secret ballot, to serve 
a term of three months. He is then 
eligible for re-election to a second term 
of office, but he can not succeed himself 
for a third consecutive term. 

9. Co-Chairman. Acts also as program 
chairman, assists the Chairman, as re- 
quired, in all matters, expediting orderly 
conduct of group affairs. All house rules 
of parliamentary procedure governing the 
Chairman's office apply also to the office 
of Co-Chairman. 

3. Secretary-Editor is selected by the 
Group Sponsor and is assigned to this 
job as his full-time prison work task 
by the Institutional Reclassification 
(Placement) Committee. In order to 
qualify for consideration, each job ap- 
plicant must have been an active member 
of the Sober Group for not less than 
three months. He must be a proficient 
typist, possessing demonstrated clerical 
ability. 

441 


The Sponsor's choice is especially 
influenced by the applicant’s ability to 
think creatively—with preference being 
given to men having had previous ex- 
perience in journalism or associated 
activities. 

The man selected for the job must, in 
any case, be co-operative, willing to 
follow orders and abide by institutional 
policies governing the assignment. At 
the same time, he must exercise initiative 
in planning and carrying out work with 
a minimum of supervision. Term of 
office for the Secretary-Editor’s job is 
one calendar year, subject to reappoint- 
ment by the Group Sponsor. 


Duties of the Secretary-Editor are: 


a) Handling all A.A. correspondence 
and typing up all forms, schedules, etc., 
required in connection with Sober Group 
affairs. 

b) Supervising registration of mem- 
bers attending Sober meetings; preparing 
and typing up the minutes of each meet- 
ing, including the attendance roll of 
members present. 

c) Acting as custodian of all A.A. 
equipment, supplies and materials. 

d) Serving as historian and librarian of 
the A.A. library; maintaining files for all 
A.A. publications and materials received 
from outside sources, and from other 


2Any other outside A.A. group requesting per- 
mission to supply guest speakers for a given Sober 
meeting is mailed a letter of invitation by the Group 
Sponsor, over the warden’s signature. Those visi- 
tors are then introduced to the Sober Group as 
guests of the North Baton Rouge Group. 


8 The North Baton Rouge Group, upon receiving 
the Warden’s approval, is authorized to bring ex- 
members of the Sober Group to Angola as guest 
speakers—providing the ex-inmate visitor has main- 
tained his sobriety for at least six months and is 
currently affiliated with an outside A.A. group. 
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institutional A.A. groups; checking out 
A.A, literature, as requested by Sober 
Group members, and assuming respop 
siblity for its return. 

e) Serving as Editor of the Sober Mage 
zine, published quarterly under the di 
rection and supervision of the Group 
Sponsor. The Secretary-Editor also serves 
as editorial adviser to the New Hope 
(Negro) A.A. Group, assisting the New 
Hope Editor in preparation of the New 
Hope Yearbook magazine. 


A.A. Guest Speakers. All outside guest 
speakers are supplied by the North Baton 
Rouge A.A. Group? of Baton Rouge, La 
Normally that group maintains an Angolā 
Speaker-Representatives Committee, com 
posed of five members. Each of these 
speaker-representatives is issued a penitent 
tiary gate pass, signed by the Warden, © 
which the individual’s photograph has 
been mounted. 

These speakers attend Sober meetings 0! 
a rotating basis determined entirely b 
the North Baton Rouge Group. The tips 
to Angola (125 miles round trip) are mat 
at each speaker’s individual expense, and, 
of course, he receives no monetary remu 
neration for his services. | 

Even so, the writer knows that two °] 
the five members currently serving on the . 
Angola Committee have been guest pea | 
to the Sober Group throughout the r 
six years. It is interesting to note, also thata 
third speaker-representative on the E 
mittee is a former inmate member of 
Sober Group.* 


Group Meetings. Regular group 
are conducted in the prison library 
education department, located in the p 
security Control Center. Meetings ar? 
each Sunday from 1:30 p.m. to 4:00 BM 
The first 30-minute “grace period i | 
devoted to handshaking and exchang® 


f 
meetings 
of the 
rison 


fellowship greeting. This period also assures 
suficient time for all inmate members to 
arrive from various dormitories before the 
meeting is officially opened, Experience 
has taught that such social activity is also 
conducive to establishing better group 
morale and, in turn, makes for more suc- 
cessful meetings. 

Sober meetings are officially opened at 
200 p.ar. with the Group standing for a 
moment of silent meditation, followed by 
the reading of the A.A. preamble by the 
Chairman. Next, the Secretary reads the 
minutes of the last meeting. Ten minutes are 
then apportioned, by the Chairman, for the 
discussion of old business, followed by ten 
minutes devoted to the discussion of new 
business issues (if any). Any matters of 
“business not finished during the allotted 
time are tabled and deferred to a later date. 

With the closing of the business session, 
the meeting is turned over to the Co-Chair- 
man who is in charge of the program. He 
introduces each visiting A.A. speaker who, 
în turn, tells a story concerning his drinking 
problem and past experiences with alcohol. 

The common theme for all A.A. talks is 
the speaker's explanation of how, “by the 
grace of God and with the help of A.A.” 
he was able to recover from alcoholism. 

After all visiting speakers have given 
L. a 20 or 30-minute coffee break 

ed. During this period all persons 
Present are served coffee, by courtesy of the 
Prison administration, and members are 
at liberty to collect into small scattered 
ee and to participate in fellowship 
= Ssions of their choosing. As soon as 
tyone has been served coffee and given 
Be pporrumity to greet the visiting 
4 s, the meeting is recalled to order 

y the Chairman. 
fae an the Co-Chairman again pre- 
I ee i remainder of the meeting 15 
9 A.A, talks, given by Sober Group 
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members (ordinarily arranged through 
prior agreement). Each meeting is closed 
at 4:00 r.m. sharp by the Chairman, with 
the Group standing and reciting the Lord's 
Prayer. 


The Sober Magazine. Sober Magazine has 
as its objectives: “giving to each member 
of the Sober Group a medium of exchange 
of ideas and expression of their experiences 
with the use of alcohol; to try to enlighten 
each and every member regarding means 
that have proved successful in maintaining 
sobriety (following release from the pen- 
itentiary); and to inform the general public 
about the activities of the Sober Group at 
Angola.” 

The magazine is published four times 
a year. Content includes personal histories 
reported by Sober Group members; articles 
contributed by treatment officers at the 
penitentiary, and reprints of outstanding 
articles selected from A.A. literature origi- 
nating outside the penitentiary. 

Regular special features of the magazine 
are: a “Sponsortorial,” an Editorial, the 
Secretary's Report, outstanding Testimonial 
Letters and Comments received from out- 
side sources (regarding the Sober Group or 
magazine), and “High Balls of Humor,” 
a page of jokes. 


Sober Magazine is mailed routinely to all 
sentencing judges, members of the parole 
and pardon boards, editors of leading 
Louisiana newspapers, chiefs of psychiatric 
services at state hospitals, all outside “local” 
A.A. groups in Louisiana, state vocational 
rehabilitation agencies and social science 
departments of state universities in Lou- 
isiana, Mississippi, Arkansas and Texas. 

The mailing list also includes 80 other 
prison inmate A.A. groups, distributed in 
49 states, plus 25 inmate A.A. groups located 
in the following foreign countries: Canada, 
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England, Scotland, Australia, British Ba- 
hamas, and Africa (Northern Rhodesia). 


FORMATION AND DEVELOPMENT OF 
THE NEW HOPE GROUP 


Notwithstanding the successful development 
of the Sober Group and its effectiveness in 
carrying the A.A. message to alcoholic in- 
mates, the fact remained that over one- 
half of the prisoners at Louisiana State 
Penitentiary are Negroes. Having experi- 
enced problems with alcohol which differed 
radically from those of white alcoholics, 
these men required an A.A. group of their 
own. Hence, on January 27, 1957, the 
writer organized the New Hope Group, 
with 10 Negro inmates in attendance as 
charter members. 

The initial organizational blueprint of 
group structure, functions and objectives 
for the New Hope Group was modeled after 
those of the Sober Group. As the develop- 
ment of the new group proceeded, however, 
it became apparent that Negro concepts of 
alcoholism and the A.A. program are indi- 
vidually unique. Accordingly, appropriate 
flexibility and modification in group 
practices were affected, as required. Some 
typical examples, depicting these group 
differences, will be elaborated upon in the 
Discussion section/of this paper. 

It should be emphasized that the writer 
holds an esteemed professional regard for 
the New Hope Group membership. Having 
observed the group’s development from its 
inception makes present recollections of 
those details a truly rewarding experience. 

Much satisfaction has also been derived 
from knowledge acquired in observance of 
the New Hope Group’s successful adapta- 
tion of organizational procedures adopted 


4 Home Office address: 141 East 44th Street, New 
York 17, New York. 
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from Sober Group practices. Proof as to the 
effectiveness of those methods is well at: 
tested to by the Negro group’s remarkable 
record of growth. 

A review of the group's official attend 
ance rolls shows that by midsummer d 
1957, when the group had been in existeng 
only six months, 20 active members wert 
attending New Hope meetings. By Jan 
ary, 1958, after only one year of existenci 
group membership was 35. Three mon 
later, at the March 30, 1958, meeting, 6l 
active members were in attendance. The 
from that date until the writer resigned his 
Institutional A.A. Sponsorship, effectitt 
January 1, 1959, average New Hope Grow 
attendance stabilized within the range 
roughly 50 to 75. i 

This outstanding progress gains added 
significance in light of information receiv I 
on July 24, 1958, from A.A. General Service 
Headquarters According to information 
supplied by A.A.’s General Service Staff 8, 
as of that date, “The New Hope group ® 
the only colored institutional group that 
we have at present.” Does not this fad 
alone suggest a multitude of potential ap 
plication for the A.A. program in om 
institutional settings—for both white 
Negro inmates? 


DISCUSSION 


Should Institutional A.A. Program(s) | 
Be Segregated? 


Aside from measures of expediency- 
tated by fixed institutional policy regan K 
the race issue—each Institutional A 
Sponsor, should carefully consider the E i 
vidual needs of the alcoholic innii 
his institution. The writer found x 
in Louisiana, inmate experiences a | 
alcohol and their concepts of the a 
covery program differ significantly, 


white and Negro alcoholics are con- 
cerned. 

White and Negro alcoholic inmates both 
nt evidence of having been compul- 
sive-type “escape” drinkers. Each appeared 
motivated to compulsive drinking by his 
own excessive repressions of hostility (and 
unconscious feelings of self-pity), resulting 
from cumulative effects of being subjected 
to social prejudices and lack of economic 
Opportunities. But, at that point, similari- 
tits of the two groups toward their “com- 
mon” problem of alcoholism seem to end. 

An analysis of differences between typical 
White and Negro inmate alcoholics follows. 
This appraisal constitutes the writer’s pro- 
fessional impressions derived from attend- 
ing Sober and New Hope Group meetings 
and listening to several hundred A.A. talks 
| sven by members of those two groups. 
Also reflected in this comparison is the 
Miter’s evaluation of testimony given by 
pany members of the two groups during 
‘sions of individual and group counseling 
discussions, 

The typical white alcoholic (especially 
Potential group leaders) was observed as 
being more rigid in his concept of A.A. 

ence, he strived harder toward compulsive 
tole-playing and insisted on stricter ad- 
“tence to A.A. ritual and group practices. 
Greater Significance was placed upon the 
Shine concept of alcoholism and the indi- 

Spiritual concept of God. Negro 

P. members, on the other hand, appeared 
E ined to adapt A.A. policies and 
ces to fit their particular group needs. 

w it was observed that the Negro alco- 
a K... greater religious connotation 
ee with spiritual meaning) to 
; taneous Program. Accordingly, more spon- 

s SS expression is made of individual 

Bon? (of alcoholism) and divine “redemp- 
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Also, the Negro appeared to think of 
the A.A. program as being more of an edu- 
cative process, with recovery resulting 
from acquired factual knowledge—as con- 
trasted with therapeutic benefits derived 
from catharsis and insight. 

It is noted, also, the New Hope Group 
membership was observed as appearing to 
be particularlarly impressed at each meet- 
ing by the Group Chairman's lengthy, de- 
tailed explanations of the A.A. preamble and 
meaning of the A.A. program in general. 
Similarly, the Negro’s greater love for 
music and rhythm led the Sponsor to ap- 
prove formation of a New Hope Quartet, 
which sings one or two spirituals (plus 
encores) at New Hope meetings. 

Let it be clearly understood that the fore- 
going discussion in no way reflects a value 
judgment or preferential endorsement of 
one group's methods over the other's. It 
was a genuine pleasure to observe that both 
methods worked and appeared to be equally 
effective in satisfying individual member- 
ship needs. Thus, each method simply 
represents a different means for arriving 
at the same destination—sobriety! 


Is Cookbook A.A. Organizational 
Procedure Necessary? 


The answer to this question, of course, 
depends upon the membership needs of the 
prospective group being organized. It is 
the writer’s preference to rely upon tested, 
tried and proved procedure so long as de- 
sired results are forthcoming. 

Experience has taught that in any event, 
flexibility in organizational and admin- 
istrational planning is a must. The signi- 
ficance of this view is stated elsewhere by 
Fox (6) who reports, “the alcoholic so 
easily feels rejected and is so resistive to 
anything he might interpret as control. ... 
that it is well that supervision of group 
activities be kept at a minimum.” 
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But Why A.A. in Prison? 


Blacker (3) has reported; “Half of all 
arrests in the United States are associated 
with drunkenness.” Similarly, as cited 
earlier in this paper, the writer (6) found 
that roughly 20 per cent of all prisoners 
received at Louisiana State Penitentiary 
admit to being “problem drinkers.” 

Furthermore, it is emphasized throughout 
A.A. literature (2, et al.) that medical science 
views alcoholism as being incurable—“Like 
tuberculosis it can be arrested but never 
cured,” Thus, the writer (5) advocates 
that each alcoholic inmate be given full op- 
portunity to comprehend the fact that he 
will never again be able to exercise control 
over alcohol through social drinking. 

At Louisiana State Penitentiary that basic 
message is expounded through both inmate 
A.A. groups. Hence, the slogan “Once an 
alcoholic, always an alcoholic’ has become 
a byword at all Sober and New Hope 
Group meetings. 

It does not matter how long an inmate 
maintains sobriety in prison; if he is alco- 
holic when released back into society, he 
will still possess the same compulsive urge 
to drink. If he does, it will be merely a 
matter of time until he is reincarcerated 
following reconviction on subsequent “al- 
coholic” offenses. 

If, on the other hand, the alcoholic in- 
mate is given an opportunity to learn the 
A.A. program and thereby is motivated to 
affiliate with an “outside” A.A. group fol- 
lowing his release from prison, his chances 
for staying out of future trouble will be sig- 
nificantly enhanced. 


Prognosis of Inmate A.A. Members 


According to data (2) advanced by the 
national A.A. General Service Headquar- 
ters, the alcoholic ex-convict’s chances of 
achieving sobriety (and gaining full ac- 
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ceptance into the community A.A. fe 
ship) are as good as those of the al 
nonfelon. 

The writer (6), also has reported resuls 
of a survey conducted in 1958, revealing 
that during the preceding three-year period 
only 3 per cent of Sober Group membey 
released on parole had been returned 
the penitentiary as parole violators. H 
ever 8 per cent of inmates paroled from 
general prison population during the sam 
period had been reincarcerated for viol 
tion of parole. j 

These data, of course, do not esta 
unequivocal, predictive validity for 
prison A.A. program. They do, how 
reveal a significant difference in crime 
tential between inmate A.A. members í 
inmates composing the general prise 
population at Louisiana State Penitential} 

No doubt, constructive use can be j 
of this information at other instituti 
through the formation of A.A. pro; 
That is the challenge this paper extends 
interested professionals in the field. 


SUMMARY 


This paper reports basic inform 
cerning the Alcoholics Anonymous ( 4 
fellowship and presents tested organ 
tional procedure and group practices W 
have been found to be most conducit 
the administration of a successful insti 
tional A.A. program. Also, qui 
taining to institutional policies gove 

the inmate A.A. fellowship are disci 
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JULES V. COLEMAN, M.D. 
RHETAUGH DUMAS, B.S. 


Contributions of a nurse 
in an adult psychiatric clinic 
An exploratory project 


A patient comes to a psychiatric clinic with 
uncertain hopes. He has no choice of 
therapist nor of type of therapy. More- 
over, most patients have only the vaguest 
notion of why they are coming or how they 
may benefit, even when they are obviously 
distressed and reaching out for some kind 
of help. 

About half of the patients who visit a 
psychiatric clinic turn away after one en- 
counter, presumably because they sense 


Dr. Coleman is clinical professor of psychiatry, Yale 
University School of Medicine and chief, Psychiat- 
ric Clinic, Grace New Haven Community Hospital, 
New Haven, Conn. At the time this article was 
written, Mrs. Dumas was a graduate student, Yale 
University School of Nursing, Mental Health and 
Psychiatric Nursing Program. At present she is a 
research assistant, Yale University School of Nursing. 


This paper was presented at the Annual Meeting 
of the American Orthopsychiatric Association in 
New York City in March, 1961. 
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a lack of interest or understanding, or por 
sibly because they run into active discout 
agement or dislike. 
The factors which are responsible for 
this kind of early dropout appear to be the 
social class position of the patient, (parti 
larly patients in the lowest class), the a 
of his illness (and particularly a high K 
ceptibility to feelings of rejection), p 
action to the situation of treatment, Ot 
actions of transference-com 
part of the therapist, which 
be more prominent in a tral 
Clinic policy on selection o 
often determined by the princ 
ing those who respond best to th 
tic program. Such a p 
morale of clinic personnel 
the cards in favor of succe es 
However, it does leave aside the ek í 
problem of the inaccessible pana in 
the patient who is interested €00 


petition on 
h are likely ® 
ning clinic y 
£ patients 8 
iple of se 
e therapt 


fra 
Í th 
f 
1 


clinic service to put in an appearance, but 
apparently finds the offered wares unpala- 
table. 

The therapeutic program of a clinic may 
be evaluated at every level of success or 
failure, and the reactions of patients who 
cannot be engaged in treatment, and of 
patients in treatment outside of the thera- 
peutic situation, are of interest and impor- 
tance. 

In clinics with a major interest in psy- 
chotherapy, most procedures will be geared 
to the selection of suitable patients, i.e., 
of patients who are highly motivated to 
follow the therapeutic routine established 
by the clinic. 

But who treats the patient who is not 
Suited for a particular clinic’s brand of 
psychotherapy? 

The argument for selection is usually 
based on the scarcity of clinic time, but 
in that case there is certainly no other 
resource in the community to provide 
Psychiatric service to the unsuitable. They 
will, therefore, not only be deprived of an 
Opportunity for treatment, but they will 
also be lacking that modicum of medical 
Supervision—which has become traditional 
Mother medical practice—to offer patients 
‘ven when they are not able to respond 
to known methods of treatment. The re- 
ctory patient challenges the ingenuity 
€ clinician to devise more effective 
treatment procedures, 
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In including a nurse as a staff member 
9° a psychiatric clinic, it was hoped to 
Xplore the possibility of extending the 
ange of clinic service beyond its present 
imitations, 
One asks: “How can we reach people 
ee interested in the help we have 
i but somehow are not able to utilize 
Sees if a nurse is to add to the 
ue of a clinic’s services, it would hardly 
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be in terms of the skills of the more tradi- 
tional members of the clinic team, i.e. the 
psychiatrist, the psychologist and the social 
worker, Rather, it would have to be re- 
lated to a specific nursing activity or group 
of activities which supplement existing 
skills, and which are relevant to the needs 
of patients who come to a clinic. 

A three-month project was set up, with 
the collaboration of the Yale School of 
Nursing, to determine how a nurse could 
contribute in this way to the work of a 
clinic. 

The project was carried out by one of 
the authors, Mrs. Dumas, in a three-month 
period from June 1 to August $1, 1960. It 
was agreed that the nurse would assume 
responsibility for defining her own func- 
tion in relation to various activities in the 
clinic, and that she would be free to carry 
out whatever nursing activities she thought 
were indicated in terms of a nurse’s con- 
cept of the nursing process." 

It might be of interest to describe the 
concept of the nurse’s function which 
guided her in her work on the project. 

The nurse is interested in helping pa- 
tients with the adverse reactions which dis- 
turb their sense of comfort and which in- 
terfere with their appropriate responses in 
the process of seeking and obtaining help. 
These include the reactions patients may 
have to their illness, therapy, treatment per- 
sonnel, or environmental situations. 

Nursing care attempts to meet the needs 
created by such adverse reactions, and does 
so through an interview method, in which 
an effort is made to ascertain and to meet 


— 
1 As a second-year student in the graduate mental 
health program, the nurse doing the project was 
supervised by Miss Ida J. Orlando, director of the 
Mental Health and Psychiatric Nursing Program in 
the Yale University School of Nursing. It was also 
Miss Orlando’s formulations of the nursing process 
which were applied in the project. 
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such distresses of patients. This is a process 
of exploring with the patient the meanings 
of his troubled communications, recogniz- 
ing that the nurse's own response is an 
aspect of the system of the patient's com- 
munications. 

The nurse recognizes her own responses 
as related to the patients effort to com- 
municate his needs, and she discusses these 
responses with the patient in seeking to 
learn the nature of his distress (2). 

In pursuing her investigation of the 
nurse’s role in a clinic, the nurse worked 
with a sample of 74 patients. Of this 
number, 40 were currently in therapy in 
the clinic; 10 were seen briefly in the 
emergency room; and 24 were contacted 
in their homes. 

The sample included males and females, 
whites and non-whites, ranging in age from 
15 to 75. An accidental sampling method 
was used to select patients in the clinic 
and in the emergency room, i.e. they were 
patients who happened to come in while 
the nurse was there. Home visits were 
planned for three groups of patients: 

1. A sample of patients assigned as of 
July 1, 1960, who did not keep their ap- 
pointments. 

2. Patients who had discontinued ther- 
apy on their own, and whom the psy- 
chiatrists were interested in having re- 
turn, 

3. Patients who had not had sufficient 
study to provide enough information for a 
suitable disposition. 

Data obtained from patients seen by the 
nurse were analyzed with the following 
in mind: 

1. Did the patients included in the sam- 
ple require the professional contribution of 
a nurse? 

2. What specific nursing activities were 
carried on in the clinic, and what were the 
outcomes of these activities? 
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3. How did these activities contribute to 
the care and treatment of patients and to 
the teaching and research responsibilities 
of the clinic? 

Since this is a training clinic, in whid 
there is a complete change of resident staf 
as of July 1, a large group of patients 
must be newly assigned or reassigned on 
this date. Of 151 patients in this category, 
52, or about one-third, did not keep their 
appointments. Another group of patients 
were assigned from the emergency room 
during the month of July. ‘There were # 
of these patients, of whom 16, or almost 
half, did not keep their appointments. 

The nurse made home visits to 24 pë 
tients who failed to keep their initial ap 
pointments. About half (18) of the patients 
visited had not come in because of advers 
reactions to the therapists, the treatment 0 
the clinic setting. These patients felt the 
needed treatment other than the kind the 
thought would be given; they disliked thë 
therapist or his comments; or they we 
ashamed or afraid to come to the dinie 

These feelings were expressed as follows: 

“Im ashamed to go there. People mij 
think I’m crazy.” 

“That doctor was so sarcastic. He 
really interested in helping me.” >. 
“I'm afraid if I go back they will put 

away.” 

“The doctor doesn't understand m 
Maybe if he were older he would be 4 
to understand me better.” soph 

An additional one-third of the Pa 
visited had erroneous interpretations 
conclusions in relation to their pr E ; 
They felt their problems were not p 
atric in nature, or that they were r 
enough to need a psychiatrist. Ho g 
some of the things these patients me 

“If I were really crazy I could see +t 
I would need to go there, but 1m ne 
bad.” 
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“I can’t understand how going there can 
help me; I need medical care.” 

“How can talking to someone help my 
headaches?” 

Three of the 24 patients visited were 
not reacting adversely. Two stated their 
problems had been worked out, that their 
symptoms were gone and that they felt 
well. The other had lost her appointment 
slip and was visited before she could ob- 
tain another. 

In the clinic itself, the nurse observed 
that patients spent from two minutes to 
two-and-a-half hours in the waiting room.* 
During this time, some appeared calm and 
comfortable, and confirmed to the nurse 
that they also felt that way. Others fum- 
bled nervously at magazines, paced the 
floor, cried, stared out of the window, stood 
in the corridor, and exhibited other be- 
havior indicative of distress. 

In discussions with these patients, the 
nurse found that they were upset by im- 
mediate or current conflict situations, or by 
some misunderstanding of their illness, con- 
dition, or treatment, or by the activities, re- 
Sponsibilities, functions or expectations of 
clinic personnel. They expressed them- 
selves in the following ways: 

“I had to bring along my little boy, I 
had no one to leave him with. I don't 
know how the doctor will feel about my 
bringing him in with me.” 

“My doctor told me to go back to work. 
I tried to work last week but just couldn't 
Make it. I hate to tell him this, but hon- 
&stly I did try.” 

_ “They asked me to fill in the place of 
‘mployment. If they know I’m coming 
here I might lose my job.” 
. In discussions with patients after they 
had seen their doctors, the nurse found a 
Variety of reactions—good, bad and indif- 
Tent. There were a range of remarks: “I’m 
50 confused, I just can’t understand him.” 
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Or, “Things went just fine today. I feel 
so much better.” Or, “I don't feel any 
better and can’t say that I'm any worse. 
I guess it just takes time and patience.” 

Of 10 patients seen in the emergency 
room, all were found to be in active dis- 
tress. Four were brought in by policemen 
because of agitated behavior. Three had 
come in self-referred for somatic complaints, 
and they were angry at referral for psychi- 
atric consultation. Two patients were sent 
to the emergency room from the psychiatric 
clinic, where they had presented themselves 
requesting to see a psychiatrist. They were 
angry at having to go to the emergency 
room. The final patient in the group had 
come on her own request to see a psychi- 
trist, and she became agitated when she 
had to wait. 

In evaluating her activities with all the 
patients she saw, the nurse found reason 
to believe that the great majority needed 
the kind of help a nurse could offer, and 
that she had been able to help a majority 
of them with the distresses they presented. 
She worked with patients, for example, 
who were so agitated that they needed 
someone to offer them support until a dis- 
position could be made. She found that 
a certain number of patients were con- 
cerned about practical problems over which 
they had no control or about some proce- 
dure which had been ordered, or about 
some physical problem. 

The largest group were those whose 
needs arose as the result of adverse re- 
actions to the setting. These were patients 
who, being critical of the experience they 
had encountered in the clinic, were still 
unable, on their own, to express their reac- 
tions of discontent and resentment to some- 


re 
2There is an arrangement whereby patients may 
be seen without a fixed appointment time when 
referred by other hospital clinics. 
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one representing the source of these reac- 
tions. 

It was necessary for the nurse to make 
an active effort to help them express their 
resentful feelings so that they might be 
free to decide for themselves about what 
they wanted to do next. Many of these 
patients also needed help in correcting mis- 
interpretations about their problems, con- 
ditions, treatment, or something said to 
them, 

Some examples might illustrate concrete 
ways in which the nurse was of help: 

(A) There were five patients to be seen 
and one psychiatrist on call. The nurse 
stayed with those who had to wait, and by 
responding to their questions, concerns, 
and apprehensions, was able to allow them 
to remain comfortable until they could 
be seen. 

(B) A patient had come into another 
clinic to have blood work done. She had 
fasted all morning on instructions from that 
clinic, and did not stop to eat before com- 
ing into the psychiatric clinic because she 
was afraid she might be late for her ap- 
pointment. While she was waiting to see 
her therapist she complained of feeling 
hungry, weak and faint. Because the nurse 
was on hand, it was possible to discover 
what was going on, and to have it attended 
to at once. 

(C) Another patient told the nurse that 
he felt his gradually deepening depres- 
sion was the result of a brain tumor. He 
had asked the therapist what was causing 
the depression, but had not shared with 
him his concern about having a brain dis- 
ease. Being able to talk to the nurse about 
it made it possible for him to bring it up 
at that interview with his therapist, and 
to relieve a source of worry much more 
quickly. 

The nurse also shared with staff informa- 
tion about patients, thus contributing to a 
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more comprehensive understanding of the 
patients’ problems. She made home visits 
to patients who failed to keep clinic ap 
pointments, and helped some to retum. 
She did incidental health teaching, and 
corrected errors in patients’ interpretations 
of psychiatry, the clinic setting, personnel, 
as well as in their thinking about their 
condition and treatment. 

In concluding, we have described a proj- 
ect undertaken to determine whether and 
in what way a nurse might make a contribu- 
tion to the professional activities of a 
psychiatric clinic. 

The setting is a teaching clinic serving 
the adult ambulatory psychiatric patients 
of its community, and providing service t0 
the emergency room of the general hospital 
of which it is a part, as well as to the other 
ambulatory services of the hospital. 

It was found that in this setting the 
nurse was able to pick up many problems 
which had been and would inevitably have 
to be overlooked unless there were a person 
available with free time and with the spè 
cific training of the nurse. 

The meaningfulness of the nurse's 
tribution was based upon the deployment 
of a socially established role in which thf 
nursing process, defined as a particulat 
method of nurse-patient interaction, helpel 
to bring out and relieve certain distress 
in the patient’s clinic experience. rf 

It is important to note that what i 
nurse did would not be described as na 
apy” in the ordinary sense, although 
helped to relieve distress in many pa e 
The idea that the relief of distress ona 
by an experience in attendance 0? theraf! 
might be pursued as a deliberate ans m 
rected responsibility in the process o 6, 
ing patients is, interestingly enough O 

š : cs, O 
often entertained in psychiatric de 
in psychotherapeutic practice 1 a but 
since it is generally assumed that 
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den of dealing with such adverse reactions 
should remain with the patient. 

While this may be valid among the up- 
per-middle class patients who form the bulk 
of the practice of intensive psychotherapy, 
it is not equally so among clinic patients, 
who are more likely to be of lower middle 
and lower-class station, and who often need 
more direct and more active interest and 
support, 

It is our conclusion that a nurse may 
make a vital, and hitherto neglected pro- 
fessional contribution to patients in an 
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adult psychiatric clinic. The range of ap- 
plication and relation to total clinic serv- 
ices of such a contribution need further 
exploration. 
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LAWRENCE L. LESHAN, Pu.D. 


Changing trends in psychoanalytically 
oriented psychotherapy 


INTRODUCTION 


A revolution in scientific thought is not 
always immediately obvious, even to those 
most closely involved in the field. It may 
proceed and be running its course, and be 
heralded by a large number of publications, 
each concerned with one phase of the tran- 
sition and contributing a general feeling of 
discontent with older theories and tech- 
niques, without a clear or co-ordinated 
sense of the nature of the change that may 
be taking place. 

This general atmosphere may cause a 
majority of workers in the area concerned 
to change their ways of thinking and meth- 
ods of action—often in similar directions— 


Dr. LeShan is chief of psychology at the Institute of 
Applied Biology in New York City. 


This article is an adaptation of a paper presented 
to the annual meeting of the New York State 
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while retaining the feeling that most oÍ 
their colleagues are proceeding in the older 
way. 
It is the thesis of this paper that such å 
revolution, a major change in theory am! 
technique, has been underway in the fiel 
of psychoanalytically oriented psychother 
apy for some time now and that this change 
has been taking place on all levels. 
This seems to be reflected in th i 
ture emanating from a wide variety 0 
types of psychotherapists. 
This report will quote on 
these publications, but each one quo F. 
representative of many others. It i 
our purpose here to attempt to give a 
swers” to the problems of psychotheraP 
but rather to describe some of the n 
winds blowing through the field. a 
What the reasons for these change a) 
remain unclear. Whether as Wheelis i 
suggests, they are due to the changing 
ture of patients seen in office practice 


e litert 


ly a few of 
quoted Ë 
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it is rare that one sees the type of neurotic 
that our training only 20 years ago led us 
to expect), or due to the natural, healthy 
development of a science, is not germaine 
to this presentation. 

Five basic tenets of psychoanalytic psy- 
chotherapy (i.e. psychotherapy based on 
psychoanalytic insights and procedures), 
tenets which have been cornerstones of 
theory and practice, appear to be in the 
process of being either discarded or dras- 
tically modified. 

(This separation has an artificial aspect 
about it. It might be said, with probably 
as much validity, that one basic tenet is 
being changed and that it has different 
facets. Although we shall return to this 
point at the end of this paper, for purposes 
of clarity, it seems reasonable to discuss the 
following tenets separately.) 


I. Psychic Determinism 


“We do not live,” said Freud, “we are 
lived by unknown and uncontrollable 
forces.” From physics, psychology took 
the rigid determinism of Descartes. The 
Patient not only lived in a “clockmaker’s 
Universe,” he himself was a mechanism in 
Which webs of energy followed the laws 
of cause and effect. 

This view permeated the field much more 
than is generally known. For example, a 
recent study by Allport and Plos (4) 
showed that psychological and psychiatric 
language had five times as many terms im- 
Plying passivity and being acted upon as 
!t had terms implying action, self-organiza- 
tion and production. 

However, as Angel (5) points out, our 
Position as psychotherapists is now a difficult 
one; we are “stuck” with determinism at the 
‘ery time the physicists are abandoning it, 
*Xcept for events on a narrow segment of 


reality. Haskins (12), president of the 
Carnegie Foundation, said in a recent Bul- 
letin of the Atomic Scientists: 


“These concepts [determinism and its corol- 
laries} did much to give post-Newtonian physics 
its intense analytical acumen and the formidable 
power it displayed in so many of its faceta But 
they also adapted it to a relatively small sector 
of the total world, not the world of life; not the 
world of collectively living things.” 


Haskins goes on to speak of the crucial 
necessity of the use of other concepts: 
chance in the microscopic world; self-direc- 
tion and self-organization in the world of 
life. 

Modern man, Mazur (18) points out, has 
used determinism as ancient man used the 
gods: to give order to the universe. He 
quotes Poincare to the effect that this was 
not because it was the truest system, but 
because it was the most convenient. A 
theory of science is not a law of nature. 

One reason for the acceptance of de- 
terministic theory in psychotherapy may 
have been the concentration of patient and 
therapist upon the psychic areas in which 
the patient is least free. It is precisely in 
the areas of pathology that there is the 
greatest psychic determinism. 

The areas of psychic health, on the other 
hand, about which neither patient nor 
therapist have been traditionally too con- 
cerned, are those characterized in Kubie's 
words (14) by “. . . flexibility, the freedom 
to learn through experience, the freedom to 
change with changing internal and external 
circumstances . . . and especially the freedom 
to cease when sated... .” 

Whatever is the ultimate fate of the 
theory of determinism, it has led psycho- 
therapy into two difficult positions. The first 
of these has been the therapist's attempts 
to excuse the patient's negative and unde- 
sirable behavior on the ground that it was 
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determined by his past and so he had no 
reason to feel guilty about it. 

On the other hand, he attempted to ac- 
cept positive and desirable behavior as 
free so that the patient could gain in self- 
liking and self-respect. This paradox was 
so impossible that the therapist tended to 
do neither, but just “warmly accept” every- 
thing as determined. This certainly eased 
guilt from the past, but left little ground 
on which to build the patient’s self-respect 
as a free and self-determining individual 
who could have confidence in his ability 
to act effectively. 

The second paradox into which de- 
terminism forced the psychotherapist arose 
from the fact that none of us can fully 
accept ourselves as determined; in spite 
of our theories, we still feel free. The 
therapist limited determinism to the pati- 
ent. “It’s inhibiting belief,” writes Ma- 
zur (18), “ended at the door of the con- 
sultation room.” 

The therapist generally felt that he, on 
the basis of the best available evidence, 
came to the free will decision that the 
patient had no free will. Thus, in his 
daily life he used quite different basic as- 
sumptions about the nature of man than he 
did in his therapy. One might use the 
example of the patient who comes to 
therapy wearing dirty clothes and having an 
offensive body odor. 

The therapist goes on the assumption 
that there are deep unconscious reasons for 
this that must be explored before the patient 
can change her behavior. She may want to 
be rejected for her odor rather than for her- 
self, etc. The cause lies in the past and 
must first be worked through before her 
actions can be modified. 

However, if, in the evening, the thera- 
pist’s wife is going to go out socially with 
her hair disordered and her clothes dirty, 
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the therapist goes on the assumption that 
if she can understand the results of her 
actions, she can transcend her defenses and 
change them. He tells her of his disap 
proval or of what others will think and 
expects this to make a significant difference 
in her actions. The point is not that he 
behaves differently as a “husband” and a 
a “therapist” (one would hope he wouldl), 
but that he uses different assumptions about 
the basic nature of man. 
The acceptance of total psychic determ 
inism, apparently, is being gradually dis 
carded. There is a growing respect for the 
active, organizing, decision-making qualities 
of the organism. Fromm (11) speaks of 
man being freer than any other animal be 
cause he has fewer predetermined cours 
of action. G. Allport (3) states: “Without 
doubt, the principal current in psycho- 
analytic theory today is moving in the di- 
rection of a more dynamic ego.” 
The work of Anna Freud, Hartmann, 
French, Fromm, Horney and others, all 
seem to point in this direction. Ernst Kris 
(13) states that the view that motivation 
primarily comes from the id, “represents 
the older procedures.” 
One reason for the great attraction of the 
existential therapies, i.e., Victor Frankl’s 
“Logotherapy,” seems to be its concept ° 
the human being as active, decision-making 
and free within limits (Tillich uses the aP 
term “finite freedom”) and not passive an 
controlled. Re, 
This view in therapy aids the patient 1 
his task of gaining self-respect, not al 
helpless puppet who merely did pe 
wrong willfully, but as a person whe ha 
act constructively, strongly and, within 
limits, freely, Today we appear í jew 
moving toward acceptance of the yor 
that it makes sense to regard the be i 
as having at least as much free will an 
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much ability to transcend his defences as 
does the therapist! 


2. Value Judgments 


A basic tenet of psychotherapy has been 
that moral values have no place in the 
process. Nothing is morally “right” or 
morally “wrong.” “No judgmentalism” 
was equated with “no ethical values.” It 
isnot generally realized that this is in itself 
à value system. As Rollo May (17) put it: 
"The lack of value judgments which the 
older therapy opted for is based on a def- 
inite philosophical system—that of a fairly 
complete relativism.” 

In his usual succinct manner, Gardner 
Murphy (21) has summed up both the 
older approach and his view of it. 

“The dogmatic rationalism first uttered by 
Thomas Huxley, later to be echoed by Bertrand 
Russell, announced that for an enlightened, mod- 
em person, ethics is clearly a local artifact of spe- 
Gal conditions of society, and that man can 
punt on no cosmic support whatever for any 
“ate goals with which he wishes to concern 
Be These confident expressions are all in- 

& if quaint, responses to the empirical 
eal difficulties of determining where 
» Where we are going, and what we are.” 


wfsotherapsts have apparently begun 
fe hey were acting pro Ls 
ay similar to the “other-directed 
Personalities” about whom they; Were; so 
ua If everything is relative (to 
L... re, to the social class, to the family, 
a then the therapist is saying in effect: 
aS want a system of behavior, look 
Egy pon and take the most convenient, 
e 1S most common.” If value judg- 
q € not openly made, the patient is 


el A 
Y to accept the superficial mores of his 
Culture, 


Concerned, 


Iti 
18, of course, not possible completely to 
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keep ethical values out of therapy. As 
Thomas Szasz (30) says: 

“. .. it does make a difference—arguments to 
the contrary notwithstanding—what the psychia- 
trist’s socioethical orientations happen to be, for 
these will influence his ideas on what is wrong 
with the patient, what deserves comment or in- 
terpretation, in what possible directions change 
might be possible, and so forth. . . . Can anyone 
really believe that a psychotherapist’s ideas con- 
cerning religious beliefs, slavery, or other similar 
issues, play no role in his practical work . . .” 


It is not possible to keep values out of 
therapy; it has been possible to try to con- 
vince the patient that the therapy was 
“above” values or ethical judgments. “An 
amoral psychotherapy,” as Goodwin Wat- 
son (33) pointed out in a classic paper, “is 
a contradiction in terms.” 

Turner (32), discussing this relativity of 
values, indicates that because the Freudian 
superego is culturally defined and limited, 
it does not necessarily follow that all values 
are. “Without challenging the reality of 
the Freudian conscience, one can deny it 
exclusive rights to the territory.” As a 
possible example, he gives the existentialist 
concept of “ontological guilt,” an appar- 
ently culture-free form of guilt that arises 
from forfeiting one’s potentialities. 

May (17), after suggesting a redefinition 
of objectivity for the therapist (“Objectivity 
is the capacity to affirm the growth and 
development of the other person”) gives 
some examples of value judgments which 
are possible in therapy. These include the 
concept that it is better for a human being 
to have the ability to use his capacities and 
potentials, to be free and to love, than it is 
for him not to do these things. Further, 
that in interpersonal relationships, one 
should so act as to encourage and aid these 
developments in others. 

A general movement toward the accept- 
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ance of values in therapy appears to be in 
progress. In 1956, for the first time, the 
American Psychological Association held 
a symposium on religion and mental health. 
Others have followed. There seems to be a 
growing feeling that being “free” of moral 
judgments leads to loss of self-respect, iden- 
tity and self-image. Acceptance of the idea 
that all the patient’s undesirable behavior 
is due to the sins of the parents, appears 
to weaken concepts of will, responsibility, 
self-control. A recent New Yorker cartoon 
showed two juvenile delinquents awaiting 
their appearance at court. The older one 
was advising the younger: “You can get 
off easy. Just tell them your mother hated 
you.” 

This perhaps brings up another reason 
for the open acceptance of ethical values 
in therapy. Only then is it possible for the 
patient to distinguish between neurotic 
guilt and real guilt. 

As a somewhat ironic twist to the general 
statement made in this section that values 
are coming back into therapy, one might 
add that some of the religious leaders who 
in the past would be depended upon to 
uphold these standards seem to be em- 
bracing the older concepts of ethical rela- 
tivism. 


3. The Personality of the Therapist 


One cornerstone of therapy has been 
that the therapist's personality must come 
into the picture as little as possible. This 
view held he should be a “faceless mirror,” 
essentially “silent” as a human being. His 
views on life, love, politics, etc., must be 
kept from the patient so that the transfer- 
ence neurosis could grow and the patient 
could project whatever persona he needed 
onto the nondefined being in the room 
with him. 
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As early as 1941, Otto Fenichel (10) was 
speaking strongly against this approach, 
urging analysts to “be human, to meet the 
patient as a human being.” Many in- 
dividual therapists had, of course, always 
done this. However, real change came 
slowly. The early training had been 
intense and the emotional safety of not 
“being there” was important to many thera- 
pists. The fear of out-of-control counter 
transference probably played a major role. 

Experience seems to have demonstrated, 
however, that one can be spontaneous and 
“present” and still maintain good control 
of this. (One can even use the counter 
transference to enthusiastically “affirm the 
other person’s growth and development’). 
Further, it seems that the “facelessness 
brings with it an important theoretical 
problem. f 

If the patient lacks confidence in him- 
self and in his ability to meet and deal 
with other human beings, serious questions 
can be raised about a retraining program 
which includes the other person in the 
program meeting him only with major 
reservations. Colm (7) discusses in some 
detail the therapeutic importance of the 
therapist meeting the patient as a 
person. x 

Raush and Borden (24) in an exploration 
of the concept of “warmth” in psychother 
apy break it down into three constituents: 
commitment,  effort-to-understand, van 
spontaneity. The necessity for warmth 1 
therapy is now widely accepted. Hower 
they make it clear it cannot exist ye 
spontaneity, which must imply meeting 2 
patient fully, with one’s personality aha 
ing.” 

Typical of many articles on 
approach is Massermann’s (16) T 
dation which reads in part, “Re 
of the patient by the therapist t 


the new 
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reason, demonstration and, implicitly or 
explicitly, personal example. . . oe This 
last is a far cry from the older view of 
keeping the therapist’s personality con- 
cealed. 


4. The Delay of Major Decisions 
During Therapy 


The rule of “no major irrevocable deci- 
sions during therapy” rested on the funda- 
mental lack of respect for the ego, which 
was a part of theory. It was made possible 
by a belief that the patient could rebuild 
his self-image and learn to act construc- 
tively and effectively in the therapy room 
alone and that outside action was un- 
necessary. Unconscious forces were seen 
as primary and since these are only acces- 
sible to change by therapy, the therapy 
Was all that was needed. 

Nathan Ackerman (1) contrasts the older 
to newer views: 


“In psychoanalytic theory, present-day realities 
are put aside and ignored so that the transference 
an be built and worked through. Present-day 
realities are left until the patient has caught up 
With his childhood distortions. This is the ra- 
pouale for the rule of no crucial decisions during 
analysis, +. . But decision-making is the essence 
i life. It means action. Action is the core of 
aliveness. Is there not a magic delusion involved 
im the idea that time and life can be stopped in 
their tracks while the patient prepares himself 


ry to deal realistically with his prob- 
ems?” 


Aas may seem like a problem only of 
Tap value. Unfortunately, it still 
chief An experience of Sarah Connell, 
x Social worker of the Manhattan 
¢ty for Mental Health, which occurred 


in i 
1961, is by no means atypical. A woman 


` phi 
Phoned her and asked her advice. She 


ani 
a husband had both been in psycho- 
Ysis—he for six years, she for four. 
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The husband's analyst was raising his fee; 
the husband's income had recently declined 
and he felt too embarrassed to discuss the 
financial problem with his analyst. The 
woman wanted to know if Mrs. Connell 
felt it would be permissible for her to call 
her husband's analyst and acquaint him 
with the facts. 

Mrs. Connell replied, of course, “But 
you are in therapy. Why don’t you discuss 
this with your analyst?” 

There was a moment of shocked silence 
and then the woman said, “But Mrs. 
Connell, this is a reality problem.”) 

The specific rule is criticized by May (17), 
by Alexander and French (2), (“Serious 
delay of therapeutic progress may result 
from the rule of no irreversible changes 
during therapy”) and many others. But 
beyond this development is a growing 
perception of the patient as active, de- 
cision-making and able realistically and 
responsibly to deal with life. 

The new viewpoint is that the patient 
can learn by doing and must learn to use 
his abilities by using them effectively and 
that he cannot attain his potentialities by 
just talking about them; he must activate 
them by use. 

There seems to be a growing under- 
standing of the need for positive actions 
on the part of the patient so he can 
realistically appraise and accept his abil- 
ities and himself. For this, the objective 
world in the present must be accepted as 
more real for the patient than the fantasy 
world of the past. 

Sarvis, et al. (27) describe “ego therapy” 
as focused on what is happening now in 
the patient’s universe. “For instance, 
transference distortions which are irrele- 
vant to the current problem are corrected 
realistically; they are not allowed to 
proliferate in a regressive direction.” 
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5. Behavior Rests on a Balance of 
Pathological Forces 


In descriptions of patients, in discussions 
of personality theory in the literature, it 
has been, in the past, very difficult to find 
statements of positive forces. If one used, 
in a psychiatric or psychological staff con- 
ference for example, such terms as “cour- 
age,” “strength” (except ‘ego strength’ !), 
“love,” “compassion,” “determination,” 
etc, in describing a patient, one could 
depend on getting a hard time from one’s 
colleagues. 

Positive behavior was seen as resulting 
from combinations of such ego defense 
mechanisms as sublimation, overcompensa- 
tion, etc., used to control pathological 
drives. Positive drives were seen as illu- 
sions, or reaction formations. 

The story is told of the secretary who 
got a job with an analyst, only to resign 
a few weeks later. When her friends asked 
her why, she replied, “Because I couldn’t 
win. If I came to work late, it was because 
I was hostile. If I came early, I was 
anxious. If I arrived on time, I was com- 
pulsive.” The story is apocryphal, but it 
is true that it would be rather foreign to 
the orientation of dynamic psychology to 
think that the secretary might have arrived 
early because she had extra work to do and 
took pride in doing a good job, or that she 
arrived on time because that is what she 
was being paid to do, or late because of an 
unforeseeable traffic jam. 

We have tended always to “look for the 
pathology.” It is as if, being unable to 
define “creativity” or to understand its 
source, we denied its existence. We have 
not gone this far with the concept of 
creativity, but we have pretty much done 
this with the positive attributes of the 

patient. 

Marianne Eckhardt (8) has warned us: 
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“If you look at a picture from the point of 
view of what is wrong with it, you will note what 
is wrong before you let it speak to you on its 
own terms. If we look at the human being, frst 
searching for the pathology, we are very likely 
to miss the human being.” 


So far has this view gone that there has 
been a loss of belief in the trustworthiness 
of the patient. Lawrence Brody (6) refers 
to the “Oho phenomena.” Whenever the 
patient says something, the therapist re 
sponds with an inward “Oho, I know what 
that means.” 

Gordon Allport (3) describes it as “A 
kind of contempt for the psychic surface 
of life. The individual’s conscious report 
is rejected as untrustworthy and the com 
temporary thrust of his motives is dis- 
regarded in favor of a backward tracing of 
his conduct to earlier formative stages.” 
The individual has lost his right to be 
believed. 

The widespread impact of this view, that 
pathology is the natural structure of the 
human organism, is indicated by the 
modern, ‘“‘sophisticated” mother who will 
feel at ease when her child is rambunctious 
“That's sibling rivalry he’s expressing; 16 
normal and I know how to handle it 
However, if the child is well-behaved, 
cheerful, co-operative and happy, she be 
comes anxious and begins to won Ç 
“Where is the hostility and why can’t he 
show it? What is he repressing?” ? 

In a New York City public school, F 
1960, a rather disturbed eight-year-old gir 
was having a tantrum. She lay on the 
floor screaming. The principal of 
school—an extremely perceptive and sens! 
tive person—picked her up, held her 1 
his arms and cuddled her, recogaial’ 
what she needed most at the moment. * 
started to quiet down and just lay aga! 
his shoulder, sobbing. The school Bee, 
worker said to the principal (in all serio 
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nes), “I told you that you would begin to 
mblimate because you have no daughters. 
You had better watch your step.” 

It appears probable that this view of 
man took its impetus from different 
sources; from the prevailing Victorian 
Zeitgeist at the time it was formed; and 
from neurology, with its emphasis on locat- 
ing the lesion and its essential disregard 
of those areas of the nervous system which 
are functioning effectively. Another factor, 
as Rief (25) has pointed out, was Freud’s 
conception of the ideal individual as the 
normal. Since no one measures up to the 
ideal, pathology is almost universally 
implied. 

At the present time a reaction appears 
to be taking place against this viewpoint. 
A realization is growing that positive 
drives are just as “real,” as organic to man’s 


nature and certainly as important as nega- 
tive ones. 


Of the old view, we might refer to The 
Phaedo. 


“There is surely a strange confusion of cause 
and conditions in all this,” says Socrates. “It may 
be said, indeed, that without bones and muscles 
and all the other parts of the body I cannot 
execute my purposes, But to say that I do as I do 
because of them, and that this is the way in which 
the mind acts, and not from the choice of the 
i a 18 a very careless and idle mode of speaking. 
p bs that they cannot distinguish the causes 
š 4 € condition, which the many, feeling about 

€ dark, are always mistaking and misnaming.” 


As Ackerman (1) puts it: 


ae is something obscured in Freud’s con- 
Tissin ae certainly obscured if not actually 
inf TA t is, I repeat, love as a positive force 
pe fe hina . . + The ideological con- 
treng ee Psychoanalysis highlights the 
tires the vard fixation and regression; it empha- 
ernst ste of mental development. But it 
of person ae the secrets of forward movement 
oË creati ‘ty, the capacity to learn, the element 
Wvity in men’s development.” 
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“We need in our motivational theory,” 
says Allport (3) “to make a sharper distinc- 
tion between infantilism and behavior 
which is strictly contemporary and at age.” 

Recently Carl Rogers (26) wrote: 


“One of the most revolutionary concepts to 
grow out of our clinical experience is the growing 
recognition that the innermost core of man’s na- 
ture, the deepest levels of his personality, the 
base of his “animal nature” is positive in char- 
acter—is basically socialized, forward-moving, ra- 
tional and realistic.” 


CONCLUSION 


O. Hobart Mowrer (19) has put his con- 
ception of the present situation in psycho- 
therapy quit bluntly: 

“Despite some pretentious affirmations to the 
contrary, the fact is that psychoanalysis, on which 
modern dynamic psychiatry is largely based, is 
in a state of virtual collapse and imminent de- 
mise.” 


From the viewpoint of this writer, the 
“collapse” might perhaps be more real- 
istically looked upon as a period of ex- 
tremely rapid evolution. We would agree 
rather with Perls (22): “The period of 
classical analysis is drawing to a close.” 
A basic concept of therapy is changing; the 
patient is being seen more as a whole, 
responsible, acting, decision-making in- 
dividual with both pathological and healthy 
drives basic to his nature. 

Therapy is being seen more and more 
as a specialized educational experience, a 
situation in which an organism capable 
of learning and benefiting from experience 
explores the reasons for old patterns and 
learns new ones. The goal of “insight” 
alone is no longer accepted as valid; rather, 
insight is becoming increasingly seen as 
just one step in a total, organismic, re- 
learning experience. 

It is not so much the knowledge and un- 
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derstanding of man’s psyche which Freud 
gave us that is being challenged and changed 
today. Rather it is the approach to man. 
The new approach stresses more the dignity 
of the patient as a human being, his ability 
to learn, to master his unconscious drives, 
and to act on his decisions. Indeed the 
strength and dignity of Freud's life, his 
mastery of his illness and his pain, his 
refusal to make the easy decisions, his 
searching beyond his own defenses for 
truth and his immense courage, all con- 
tribute to the present view that there is 
more to the mind of man than pathological 
drives which unceasingly buffet and control 
a helpless ego. 

The new developments do not appear to 
be in any way a discarding of Freud’s bril- 
liant and hard-won insights. Rather, they 
seem to be a development in the science 
he made possible; a development in accord 
with his view of depth psychology as an 
ever-growing and expanding science. 
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Book Reviews 


RECONSTRUCTION IN RELIGION: 


A SYMPOSIUM 
Edited by Alfred E. Kuenzli 


Boston, Beacon Press, 1961, 253 pp. 


Recent developments in relationships be- 
tween mental health and religion have 
given rise to some skepticism as to whether 
it is possible to develop collaboration 
between two fields of professional knowl- 
edge which in themselves have failed to 
define adequately their own spheres of 
operation, or to explain what the terms 
“religion” or “mental health” mean. 
For instance, the term “religion” can be 
used to apply to all kinds of attitudes, 
doxies, practices and beliefs. On the other 
hand, mental health workers have long 
been engaged in a struggle to give an 
adequate definition to the term “mental 
health” and to explain what it includes. 
We need to clear the air of misconcep- 
tions concerning religion which would 
lump all its teachings in a bucket labeled 
“superstitions.” Today, there are many 
spiritual leaders whose concepts and defini- 
tions of religion are intellectually convinc- 
ing and emotionally satisfying. Their 
concepts provide a much better basis for 
collaboration between religion and science 
in some of the more traditional and ortho- 
dox patterns of religious belief and theory. 
Reconstruction in Religion is a notable 
contribution to modern religious thought. 
The character of its contributors, includ- 
ing such writers as Hadley Cantril, Brock 
Chisholm, Erich Fromm, Julian Huxley 
and others, insures most stimulating and 
provocative essays. 
One will find freedom from religious 
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superstition here, although some of the 
writers, such as Rudolf Dreikurs, are rather 
naive in assuming that man alone is master 
of his total destiny and the universe. Some 
of the essays, such as “The Nature of Faith” 
by Hadley Cantril, are worth the price of 
the whole book. 

Reconstruction in Religion is a humanist 
symposium which tackles themes such a 
faith, values, freedom and fulfillment. The 
essays in the sections on faith and value 
are of extreme importance for all those 
who are searching for a common denom- 
inator in collaboration between religion 
and the behavioral sciences. 

A provocative section on freedom re 
minds us of the need of emotional and 
intellectual independence, while the essays 
on fulfillment provide revealing informa 
tion on modern problems being created by 
human wealth and economic growth. 

Theologians will find much in this book 
to disturb them because of the courage of 
some of the writers to draw religious C0 
cepts that have no denominational bound 
aries, or are opposed to orthodox teaching 
But fresh concepts need to be explored an 
understood if we are to keep fundamen 
truths in religion alive. a 

Actually, none of the articles are as a 
theological as philosophical; the autho 
are not men of the cloth but primarily so 
and behavioral scientists. Neverthe 
the points they make cannot be ignored J 
those who believe that religion must is 
made more meaningful to all of us if tt 
to continue to serve man in a healthy a 
convincing manner. This is an exce 
book in every way.—REV. croia 
ANDERSON, Academy of Religion 
Mental Health, New York, N.Y. 
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TEACHING YOUR CHILD RIGHT 
FROM WRONG 
By Dorothy K. Whyte 
Indianapolis, Bobbs-Merrill Co., Inc., 1961, 192 pp. 
I liked this charming book. That may 
sem faint praise, but where you find a book 
in the psychiatric field under a title in- 
jolving judgments as to right and wrong 
and still like the book, that is really high 
ise, 

Actually, this book is one of the few 
Which can be placed in the hands of 
families, uninformed or sophisticated, with- 
ut any apprehension. 

There is no need to detail the content 
because the book should be read. In 
general, the focus is on gradual, step-by- 
Rep growth toward independence. The 
importance of parental attitudes is stressed. 
There is emphasis on the value of con- 
Sstently enforced limits as supporting 
tlements in development. 

The chapter on discipline and on the 
development of the reality principle is 
cellent, even if some of the examples 
ey make part of the process seem de- 
Ceptively easy, 

The chapter on TV will be helpful to 
Many parents. There is a chapter on the 
pe situation which does not use the 
sa ° chapter on school phobia is 
SN though I wish there were a more 

ailed discussion on this difficult subject. 

The illustrated chapter headings are 

oe and, in a way, set the pace for 
wee crisp manner in which the 

ial is presented. 
ee as a whole, this book is valuable, 
| a ; easy to read. It would make an 
the ‘a i for any young family. I enjoyed 
| aww It should be widely read. 
E H. Preston, M.D., Atlanta Child 
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LECTURES IN EXPERIMENTAL 
PSYCHIATRY 


Edited by Henry W. Brosin 


Pittsburgh, University of Pittsburgh Press, 1961, 
361 pp. 


Most of the 17 lectures in this volume were 
given at a Conference on Experimental 
Psychiatry at the Western (Pennsylvania) 
Psychiatric Institute and Clinic, from 
March 5 to 7, 1959. 

The rationale of such conferences is well 
expressed by Roy R. Grinker in his lucid 
chapter “Anxiety as a Significant Variable 
for a Unified Theory of Human Behavior.” 
He says: “Within the behavioral sciences 
alone, no one man can learn more than 
some general principles, a few mathematical 
abstractions, when feasible, and some of 
the data within a single specialty. Hence, 
contemporary research and theory-build- 
ing within the behavioral sciences requires 
co-operative efforts within multidisciplinary 
groups.” 

The diversity that Grinker implies is 
both the strength and the weakness of the 
book. To most readers some of its con- 
tents will seem quite familiar; much, how- 
ever, will be unfamiliar and especially 
exciting in view of the unintended but 
inescapable parallels among the various 
approaches. 

The number of such points of possible 
intersection is most striking when one 
considers how little reduplication or 
repetition is found. No two authors are 
alike in content, style or approach. Some 
contributors offer general surveys of psy- 
chiatric research (Jack Ewalt: “The Shape 
of Research Today and Tomorrow;” 
Robert Felix: “A Perspective on Experi- 


mental Psychiatry;” Franz Alexander: 
“Research in Experimental Psychiatry;” 
Francis Gerty: “Discovery;” Lawrence 
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Kubie: “Research in Psychiatry: Problems 
in Training, Experience and Strategy”). 

Others present highly specific reviews of 
technical work. Of these, two deal with 
neurological topics: Robert Patton: “Hemi- 
cerebrectomy and Adaptive Behavior in the 
Rhesus Monkey;” Amadeo Marrazzi: “Ex- 
perimental  Psychiatry—Neuropharmaco- 
logical Approach—from Units to Patterns.” 

There is a thought-provoking account of 
conditioning studies in “Sheep and Goats” 
by Howard Liddell, Ernest Helgard’s 
discussion of “Hypnosis and Experimental 

Psychodynamics,” an intriguing glimpse 
of Birdwhistell’s long-awaited work in 
Kinesics, “Paralanguage: 25 Years After 
Sapir,” and John Benjamin’s scholarly, 
analytic development of the “Innate and 
the Experiential in Child Development.” 

Still others (Ralph Gerard: “The Ar- 
chitecture of Knowledge and Neural Func- 
tion;” Grinker’s above mentioned work, 
William Malamud: “The Concept of 
Dynamics in Psychiatric Research;” and 
David McK. Rioch: “Dimensions of Human 
Behavior”) discuss ways of viewing, of try- 
ing to encompass the broad topics under 
discussion. 

There is also a great variation in literary 
styles, ranging from the very scholarly ap- 
proach of Joel J. Elkes in his admirable 
survey of psychotropic drugs to the literary 
pyrotechnics of Warren McCulloch: 
“Where is Fancy Bred?” 

Though recognizing that the book is 
designed only to survey the field, one can- 
not help but wish for more. Unavoidably, 
many very vital areas of current experi- 
mental psychiatry are not represented. The 
bibliographies, in general, are good, run- 
ning to a total of well over 500 items, but 
this throws into greater relief certain 
technical shortcomings. For example, there 
is a need for more careful proof reading; 
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also the chapters could have been arranged 
more meaningfully than in alphabetical 
order; and, finally, one regrets the lack of 
an index is so significant a book.—E. D. 
WirrkowER, M.D., McGill University, 
Montreal, Can. 


HYPNOSIS IN TREATMENT 
By William Moodie, M.D. 


New York, Emerson Books, Inc., 1960, 168 pp. 


This is an insignificant and unnecessary 
book. The author presents anecdotal at 
counts of his various clinical experiences 
but makes no reference to the serious 
literature in the field: nor does he provide 
a critical appraisal of the phenomena he 
considers. 

He implies that since psychotherapy can 
be tedious and lengthy, hypnosis “can come 
to the aid of the practitioner.” He further 
states that the use of hypnosis “is within 
the powers of any doctor who understands 
people and is in sympathy with them 
This is nonsense. '. 

Hypnosis is not a substitute for clinical 
competence. If hypnosis has any value f 
all in psychotherapy it is, at most, an a 
junct to an adequate psychotherapeut 
plan. Without the knowledge of the 10 
plications of psychodynamic interven 
the use of hypnosis can only magnify 
impact of incompetence. 

Books such as this are not ade 
the serious student of psychotherapy a 
serve to promote unnecessary and er 
psychological tampering by welim i 
therapists who do not have the f f 
background and ‘training for the kin 34 
highly charged intervention that e 
affords——Hrrsrrt Sprecer, M.D» 
York, N: Y. 
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TRAITOR WITHIN; OUR SUICIDE 
PROBLEM 


By Edward Robb Ellis and George N. Allen 


Garden City, N. Y., Doubleday & Co., Inc., 1961, 
17 pp. 


In the late 1940’s a number of books on the 
subject of alcoholism, written by journalists 
% well as professional workers, began to 
make their appearance. They were in the 
sme tradition as the many books on mental 
illness and the venereal diseases published 
adecade earlier. Together these publica- 
tions played a significant role in bringing 
into public view for scrutiny and debate 
problems of enormous social and medical 
importance which for far too long had been 
invested with a morality that kept them 
secreted in dark places. 
To be sure, these books by and of them- 
selves did not do the whole job. They 
pcre part of a movement of public informa- 
tion and education which helped to divest 
these issues of their historic moral connota- 
tions and to strip them of their pariah’s 
doak. But they achieved much more. 
They helped to stir professional groups to 
More positive programs of action involving 
the development of research, treatment and 
tchabilitation programs. Edward R. Ellis 
and George N. Allen now come along with 
å book on suicide which may very well take 
Ms place in this schema. 
4 In the words of the late Alan Gregg: 
k order to define what a thing is, it is 
en necessary to define what it is not.” 
E it is appropriate to state that this is 
od book; but it was not in- 
z ed as one. Nor is it a scholarly treatise. 
What it lacks in profundity it more 
za makes up in its provocativeness, in its 
u w: to elicit and maintain reader in- 
E » and in its humanity. The minor 
Ors of statistical fact and the oversimpli- 
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fication of the dynamics of suicide do not 
detract one whit from the over-all impact 
of this book. 

In quick-reading, journalistic pages, the 
magnitude of suicide in this country and 
abroad and its relationship to a wide vari- 
ety of natural as well as man-made factors 
is presented. The meaning in the methods 
of suicide, social and church attitudes 
toward suicide, facts and fictions surround- 
ing suicides, and a variety of other subjects 
are touched upon. The book ends on the 
constructive note that something can be 
done about suicide, particularly when we 
view it as a process rather than as a fait 
accompli. 

Traitor Within comes out at a time 
when there are relatively few research 
workers in this field, when only a small 
number of voluntary agencies are involved 
in the monumental tasks of management 
and prevention, and when the National 
Institute of Mental Health is just beginning 
to take a good hard look at what the 
federal government can do about this large 
and tragic problem. This book and its 
inevitable companions will contribute to 
spurring these nascent activities. It de- 
serves a wide and sympathetic reception. 
It is this reviewer's hope that it gets such 
a reception—JosrrH HIRSH, Albert Ein- 
stein College of Medicine, Yeshiva Univer- 
sity, New York, N. Y. 


A GUIDE FOR THE EVALUATION OF 
PSYCHIATRIC NURSING SERVICES 


By John V. Gorton 

New York, National League for Nursing, 1961, 

44 pp. 

This guide has been prepared to assist 

those responsible for the development and 
467 


5 


operation of nursing services in psychiatric 
facilities in their efforts to evaluate and 
improve these services. 

The guide is developed on the premise 
that it is essential that there be agreement 
about convictions that are basic to their 
work. The volume is specific in its state- 
ment of philosophy, purpose and objectives. 

A concise statement of the relation- 
ship of the nursing service to the hospital 
as a whole is followed by several divisions 
dealing with the nursing service itself: 
“Organization of Nursing Service;” “Per- 
sonnel Development;” “Written Commu- 
nications” and “Working with Patients.” 
These chapters are prepared with refresh- 
ing and provocative clarity. Each has a 
section on “some characteristics to look for 
in self-evaluation” and “some questions for 
self-evaluation.” 

This reviewer, though not associated 
with a psychiatric hospital but rather with 
a public health nursing agency interested 
in the patient returning from a psychiatric 
hospital, found herself frequently stimu- 
lated to explore the possibility of change 
within her own organization, particularly in 
studying the sections on “characteristics to 
look for.” 

The questions for self-evaluation in- 
cluded practically none that could be 
answered by “yes” or “no.” They were 
pertinent, specific and probing. The 
questions in relation to “Written Commu- 
nications” did not appear, to this reviewer, 
to include enough in relation to patients’ 
records. 

The chapter on “Working with the 
Patients” was particularly helpful and in 
many respects could surely be related to 
other than psychiatric hospital situations. 
This chapter led logically into the last 
chapter “Patterns for the Future” which 
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recognized that considerably more emphasiy 
will be placed on nurse-patient interaction 
and the creative roles of nursing personnd 
in psychiatric hospitals, which will neces 
sitate a climate which will foster inquiry 
and accept change. | 
The section on suggested readings is well 
prepared and includes appropriate sub 
divisions for easy reference.—WINoNA É 
Darran, R.N., Monmouth County Organ 
ization for Social Service, Red Bank, 


EMOTIONAL FACTORS IN PUBLIC 
HEALTH NURSING 


Edited by Abraham B. Abramovitz 


Madison, Wis., University of Wisconsin Press, 1961, 


171 pp. 


“While public health nurses no longer 
approach the home visit armed with neat 
mental ‘packages’ of authoritative informa: 
tion and advice, the changed function 
causes anxiety and frustration.” 

This statement appears in the foreword 
with full recognition that even if the 
“changed function” has been accepted, the | 
nurses may not have acquired the necesar) 
understanding of the emotional, social ang 
economic factors influencing patient 
welfare. There is no easy way to acquit’ 
this understanding. Over a period of years 
the author was satisfied that study of an | 
material, with adequate professional pe 
ance, resulted in nurses’ developing -i 
understanding of the meanings, puq) 
and behavior and increased knowledge A 
how people grow, learn, develop and 
just. om 

Each case presented was selected to hie 
light a certain important concept or on 
focus. The sequence of case presenta 


provides for the study of less-to-more com- 

plicated situations. 

The reviewer studied some of these cases 
with supervisors of the agency’s staff. 
Although it was felt that the concept to be 

explored in each case was demonstrated, it 
was nonetheless difficult to limit considera- 
tion to this one concept since thorough 
sudy of the material obviously led into 
other concepts. This indicated the desir- 

ability of studying the material with a 
‘planned continuity and with the same 

kader, who would be knowledgeable about 

all cases to be considered and would be able 
fo channel the discussion in purposeful 
directions. 

The opportunity to review several years 
of service provided ample examples of 
those participating in the study to see the 

recurring theme of: 

l. The change in the traditional role 
of the public health nurse. 

2. That this change involved various 
‘pects of self-other relationships. 

3. That goals of professionals and clients 
do not necessarily dovetail. 

There would be profit in an individual 
studying of this casebook, but it is designed 
Primarily for group learning through 
saa The questions were planned 


l Help to explore the meaning of 
avior in the particular case. 
2. Relate these meanings to concepts 
Presented in the other cases. 
ng broaden the awareness of basic 
ngs and nature of interpersonal rela- 
tionships, 
SN movement from specific cases 
eric understanding of all people. 
The references were chosen with an 


aw: - 
ae of the value of divergent opin- 
S and concluded resources likely to be 
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available to the group—Wiunona E. DAR- 
RAH, R.N., Monmouth County Organiza- 
tion for Social Service, Red Bank, N.J. 


EXPLORING THE BASE FOR FAMILY 
THERAPY: PAPERS FROM THE M. 
ROBERT GOMBERG MEMORIAL 
CONFERENCE 


Edited by Nathan W. Ackerman, Frances 
L. Beatman and Sanford N. Sherman 


New York, Family Service Association of America, 
1961, 159 pp. 


This collection of papers reflects the pur- 
pose of the 1960 Gomberg Memorial Con- 
ference: namely, the exchange of ideas on 
family theory and research in family 
therapy among representatives of social 
work, psychiatry, and the social sciences. 

A series of 13 papers from five different 
fields are combined in book form. Synthe- 
sizing these individual contributions into 
a related whole will be an obvious need to 
the reader. This task, however, is not 
considered the function of the reviewer. 
Therefore, trends common to the total 
collection will be highlighted. 

Dr. Gomberg's philosophy of an inter- 
disciplinary approach is, appropriately, a 
central theme of the papers. Freud's 
theories are considered to have furthered the 
cause of family diagnosis and treatment and 
also to have markedly curtailed progress. 
The family is seen as providing the most 
solid foundation on which to build a 
therapeutic program for the maintenance of 
mental health. Each author, however, 
proceeds in his own semantics and the 
reasons for a study of family processes are 
dictated by individual interests. Points of 
departure, conceptual frames of reference, 
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foci, and study methods reflect this diver- 
gence. 

Selected aspects of the theories being 
pursued will illustrate: 

Ackerman sees the pattern of “compli- 
mentarity of family role relations” as the 
key to growth, or health, or distorted 
balance within the “frame of general 

theory of homeostasis of family behavior;” 
Wynn, with a major interest in schizo- 
phrenia, focuses upon “intrafamilial align- 
ments and splits” to supplement the role 
concept and “communication-analysis of 
discreet messages;” Jackson and Satir, also 
interested in schizophrenia, believe “con- 
joint family therapy offers the most impres- 
sive laboratory for the study of growth and 
change available to the researcher;” Bate- 
son, associated with Jackson, conceives of 
the “double bind theory of interaction” as 
the significant phenomena to understand- 
ing the family when related to “mechanisms 
of family organizations;” Lennard utilizes 
“patterns of coalition” as one approach to 
the study of family interaction. 

In general, the chief merit of this book 
lies in the fact that it highlights this 
diversity of research approach to the all- 
absorbing subject of the family. The 
majority of papers are highly abstract and 
technical. Thus, this book will appeal 
primarily to academic theoreticians and 
to researchers at the doctorate level in the 
behavioral sciences. In many instances this 
limiting factor of reader interest derives 
from ponderous writing. 

Notable exceptions are the papers of Beat- 
man, Sherman, and Mitchel. These are lucid 
and knowledgeable. Dr. Gomberg’s theories 
and ideas, out of long experience, emerge 
with certainty and clarity. It is indeed un- 
fortunate that his other colleagues in Jew- 
ish Family Service could not have contri- 
buted more substantially to this memorial. 
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—ALicE L. Voran, Community Research 
Associates, New York, N. Y. 


CAUSES OF MENTAL DISORDERS: 
A REVIEW OF EPIDEMIOLOGICAL 
KNOWLEDGE, 1959 


Proceedings of a Round Table Held at 
Arden House, Harriman, N. Y., October 
27 and 28, 1959 


| 
New York, Milbank Memorial Fund, 1961, 383 pp 


This book is a milestone in the codification 
of knowledge about its subject and in the 
scholarly discussion the participants in the 
proceedings bring to it. 

The contents reflect how much farthet 
we have come since the Milbank Memorial 
Fund published its last collection of paper 
on the same subject in 1950. Many of the 
same scholars were in attendance at the 
Round Tables at the beginning and end 
of the past decade, but their discussions in 
1959 evidence the fact that they have the 
results of more research projects and mor 
facts with which to work. 4 

The growing importance of epidemi? 
logical concepts in mental health an 
mental illness is attested also by two recent 
publications by the World Health oE W 
zation: Epidemiological Methods n n 
Study of Mental Disorders by D. D: a 
(1960), a paper on technical aspects of a 
subject, and Report #185, the Eig ñ 
Report of the Expert Committee on Men 
Health, Epidemiology of Mental Dien 
a concise summary of the use of the E 
of epidemiology as an essential aspect 
developing services in this field. 

The present volume teaches 
again how interdependent are th 
of the clinician which grow out 0 


us one 
e finding 
f work 


the individual patient and his family, 

the findings of the statistican and 

yioral scientist whose work with com- 

nities can, in turn, make such a rich 

wntribution to the concepts of the clini- 
dan. 

The writing is so lucid that this is a 
bok not only for the professional but 
tually so for laymen interested in com- 

nity mental health problems. This 
took, along with the recently published, 
Prevention of Mental Disorders in Chil- 
dren edited by Gerald Caplan, (Basic Books, 

191) are companion volumes in that each 
fives excellent summaries of the growing 
tige of knowledge of the interrelatedness 
ofthe individual, his family, and his com- 
/Bunity, knowledge which ultimately will 
sult in better control and remedy of dis- 
ordered behavior. 

I feel this publication is important 
‘ough to have it as required reading for 
those in training in the mental health 
Mofessions and essential reading for all 

| who practice in and contribute to mental 

th community programs.—Kent A. 

ËMMERMAN, M.D., Children’s Hospital of 

the East Bay, Oakland, Calif. 


MILESTONES TO MATURITY. 


a Henry Bowman, Ph.D., Bernice M. 
AN Ph.D., Loyd W. Rowland, Ph.D., 
Robert L. Sutherland, Ph.D. 


New 
Heal eens, Louisiana Association for Mental 
» 1962, Series of 8, 4-page leaflets. 


S a with a reasonably good memory 
ms ie ag his own adolescence— 
easy n is period is one that is never 

full Pee si in many cases is beset with a 
i series © of concern and anxiety. In 

of eight, four-page letters, the 
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authors aim to help high school students 
gain self-understanding so that they may be 
able to cope more effectively with many of 
their problems, particularly their problems 
of interpersonal relationships. 

Many of the topics in these letters are of 
immediate interest to high school students: 
personal appearance, getting along with 
peers, relationships with the opposite sex, 
relationships with parents, dating, sex and 
love. Others such as marriage and family 
life seem a bit far off to many students, but 
the letters give these topics considerable 
attention and point out quite clearly how 
adolescence is the time to prepare for 
mature adulthood. 

The “Milestones to Maturity” letters are 
appropriately directed to senior high school 
students because this may be their last 
opportunity to discuss, under mature leader- 
ship, some of the major concerns of their 
present and subsequent life. For most 
youth, high school is the termination of 
their formal schooling. 

The letters were written by four authors, 
all of whom are well-known for their writ- 
ing in the fields of psychology, mental 
health, marriage and family life: Henry 
Bowman, Ph.D., professor of sociology, Uni- 
versity of Texas; Bernice M. Moore, Ph.D., 
assistant to the director of the Hogg Foun- 
dation for Mental Health, and consultant, 
Home and Family Life Education Agency; 
Loyd W. Rowland, Ph.D., executive direc- 
tor, Louisiana Association for Mental 
Health; and Robert L. Sutherland, Ph.D., 
director of the Hogg Foundation for Mental 
Health. 

Written in a friendly, conversational style, 
the letters demonstrate considerable skill 
in translating into simple language a wide 
range of factual information, theory and 
expert opinion about psychology, mental 
health and human relations. Some of the 
broad generalizations and theoretical for- 
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mulations may be difficult for teen-agers to 
comprehend, but if they are discussed with 
an effective leader, as the authors suggest, 
they may be better understood. The letters 
reflect, to a large degree, values of middle- 
and upperclass socioeconomic groups. 
Teachers contemplating the use of these 
materials should be aware of this factor as 
important in the use of any materials in the 
mental health field. 

The authors that the letters 
should be used with discussion. Following 
the reading of each letter, students should 
meet with a leader and consider its con- 
tents. According to the authors, experience 
has shown that most students show a very 
mature point of view, that they supply illus- 
trations for each topic and often offer sharp 
| differences of opinion. Students interested 
in additional reading on the topics included 
in these letters are provided with a dozen 
references geared to their age level. 

‘The ultimate value of this teaching tool 
is the extent to which it contributes to self- 
understanding and to actually helping teen- 
agers to cope with their problems of grow- 
ing up. It would be well to learn about 
the reactions of both students and teachers 
and, hopefully, to obtain more objective 
evaluations of these apparently effective 
materials.—Jostrn Kapisn, ED.D., The Na- 
tional Association for Mental Health, New 
York, N. Y. 


LANGUAGE AND THE DISCOVERY 
OF REALITY 


By Joseph Church 


New York, Random House, 1961, 245 pp. 


From the pen of the co-author of the well- 
known book Childhood and Adolescence 
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(Random House, 1957), which was 
concerned with experience and action, w 
come a volume on the mastery of lingage 
and the kind of behavior that Laga 
makes possible. 

The book's cight chapters comtals, i 
succession, discussions of the cogais 
organization of the human being peior W 
the acquisition of language, the transom 
tions that come about with the a 
of language, and the onion wà 
exists after language has become 
lished. The relationship of verbal 
zation to such issues as intelligence, 
tion, motivation, and meaning all are 
their proper place. | 

As an associate professor of child wah 
at Vassar College, the author naturi 
addresses himself primarily to students am 
teachers, with the intent of making 
able a text on this somewhat elusive 
The book is scholarly but not pedanti¢ 
is studded with subtitles, and is written 
people who are familiar with the idiom 
psychology. For the more ardent 
an ample bibliography has been addet 

The content of this volume revolt 
around the thesis that language plays # 
important part in the child's perception a 
discovery of the world; but unf 
the presentation is rather academic. Tem 
such as “verbal realism,” “phenomenalis® 
“egocentrism,” and “the verbal self” remot 
the discussion from the world of the zw 
age person. Thus, the ae! = 
to come to grips with theoretica 
that are as A the heart of the preg 
ogist but perhaps are less im 
other fields of science. =. 

He makes a plea for the psychologist ' 
search for an over-all theory of wi 
functioning and mentions that Freud 
Gestalt psychologists, the Pavlova 
Skinner have failed to present us “ve 
comprehensive theory of language 


reunite the ectoplasm of the 
his biological body, with his 
ory, with his cultural situation, 
h his animal ancestry, he will re- 
game for mystics, and we shall 
agt our scientific purity only at 
Of ignorance and superstition.” 
ors aim obviously is to reconcile 
of language with the general 
psychology. 
‘the reviewer's point of view, these 
are premature:—first, because, in 
M abundant data on symbolic be- 
it we have few data on the 
Y of symbolic behavior; second, all 
have searched for unifying theories 
(bo) all seem to falter at the same 
sthe absence of a central codifica- 
stem to express findings which derive 
different universes of discourse; third, 
à grave and still unanswered 
one study language be- 
y means of language? 
tthod of science consists of ex- 
ings or measurements in terms 
Or numerical systems. But can 
words by means of words? Isn't 
er of ending up with a diction- 
by each word is defined by every 
in the book without hint as 
‘connects with the events it pur- 


aps a way out of these dilemmas is 
m the rigorous scientific approaches 
analysis of even smaller functions 
and to reserve the more 
aches—which perhaps do not 
he title “scientific’—for the under- 
$ of people and their symbolic 
` But such a view, although 
acceptable to the psychiatrist and 
Scientists, may not be within 


Book Reviews 


some future date, when more will be known 
about human communication, the author's 
ideals might be realized. But until then the 
lay person may profit more from the lew 
“scientific” but perhaps more “informative” 
publications of the popularizing variety, 
—Jurcen Rurscn, M.D., University of 
California, San Francisco Medical Center, 
San Francisco, Calif. 


GROUP PSYCHOTHERAPY WITH 
CHILDREN: THE THEORY AND 
PRACTICE OF PLAY THERAPY 


By Haim G. Ginott 
New York, McGraw-Hill Book Co, 1961, 208 pp. 


This book, devoted to “group psycho- 
therapy with children,” mainly the pre 
school child, is a practical description of 
the author's experience in this field. He 
devotes considerable attention to the selec- 
tion of children and those who best profit 
by this experience. “Social hunger” is his 
basic criterion. 

In describing the basic requirements, the 
tendency is to make such sweeping general- 
izations as “children who in their infancy 
and babyhood missed close contact with 
a mother figure, cannot utilize group 
therapy.” This seems like a rather sweep- 
ing statement, but the careful selection of 
children is stressed and the age spread 
should not be more than 12 months. 

The chapter on the playroom and choice 
of material will be helpful for those 
planning to start a group. 

The chapter on the value of limitations 
is good and brings out the importance of 
limiting action patterns, particularly those 
leading to the destruction of material and 
assaults on the therapist, while helping the 
child to express the feelings underlying such 
actions. 
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The chapter on the qualities and qual- 
ifications of the child therapist stresses the 
need for mature people with sensitive ob- 
jectivity toward children. While the 
author stresses the need for supervision of 
those entering this work, nothing is said 
about the professional background of those 
entering the field. The qualities described 
are fine, but one is left with the impression 
that anyone having these characteristics 
would be acceptable for this work. A 
formal analysis is recommended. 

The book takes on a pedantic tone with 
regard to the many instructions given the 
“therapist” on what to say in particular 
situations. This could be useful to an 
untrained person but not to the mature 
and trained professional person. 

The volume is useful in pointing out 
that many young children can be helped 
through group work. However, the con- 
tinuing participation of the parents, so 
essential in individual therapy with young 
children, is given little attention—beyond 
helping the child in the first separation ex- 
perience. The final chapter on parent guid- 
ance groups recognizes the peace of the par- 
ent in gaining a reorientation of himself to 
the child. But this is an elective procedure 
and not held as an essential part of the 
contract when a child is accepted in the 
group. 

The book will prove useful for those 
embarking on such a program. Much of 
the material can be helpful for those lead- 
ing such other types of groups as nursery 
schools, when the goal is not specifically 
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therapeutic. The book is well-illustrated, 
beautifully printed and contains a goed 
index and a fairly extensive bibliography. 
—Freprick H. Aten, M.D., Philadelphia, 
Pa. 


INDIVIDUALIZING INSTRUCTION 


The Sixty-First Yearbook (in Two Section) 
of the National Society for the Study of 
Education 


Edited by Nelson B. Henry 


Chicago, University of Chicago Press, 1962, 337 h 
& 312 pp. 

Man is an emotional rather than a rational 
being, Harold Shame points out in thi 
National Society yearbook. 

Arguing for “a developmental approad 
to the recognition of human individuality 
in our schools,” he says such an approach 
may be defined as “the continuing applic: 
tion of psychodevelopmental re- 
data for the purposes of reformulating ed 
cational goals, destructuring school organi 
zation, and reorganizing instructional pre 
tices in a manner consistent with 
demonstrable nature of children 
youth.” 2 

Teachers, he says, need to be familiar 
with the “inner world” of childhood and 
youth in order to understand children * 
individuals, both with respect to their 
developmental characteristics and © the 
cultural invironment from which they 
come.—W. Carson Ryan, PH.D., Univers 
of North Carolina, Chapel Hill, N. C. 


DIES, STATISTICS AND REPORTS 


one out of every five of the non-Puerto 
an white adults living in midtown Man- 
llan (New York City) can be estimated as 
tially well (that is, free of symptoms) 
ms of mental health. The majority— 
to 60 per cent—of the residents in this 
Carry varyingly significant loads of 
on<denoting symptoms, while the re- 
ing 20 per cent are actually in impaired 
health with marked, severe, or in- 
citating symptoms. 
are some of the findings revealed 
Mental Health in the Metropolis: The 
idtow Manhattan Study, published by 
SGraw-Hill Book Company in March. 
fitten by a team of psychiatrists and 
al scientists who studied a random 
of the midtown Manhattan com- 
j» this is the first in a three-volume 
5 to be known as the Thomas Rennie 
sMorial Series in Social Psychiatry. The 
thors are Leo Srole, Ph.D., professor of 
Matry, State University of New York, 
state Medical Center; Thomas S. 
> Ph.D., assistant professor of 
Ey, Cornell University; Stanley T. 
» M.D., research associate in psy- 
try, Cornell University; Marvin K. 
T, Ph.D., professor of social psychiatry, 
5 ity of Buffalo; and Thomas A. C. 


+ * + 
ks the next 10 years, England will do 
MAy With her large mental institutions, 
8 patients into general hospitals, ac- 
Š to Brian Abel-Smith, Ph.D., an 
à hospital official. Dr. Abel-Smith’s 
t appeared in the May 1, 1962, issue of 
Pitals, Journal of the American Hos- 
‘sociation. He said that the change 
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is part of a new long-range program of 
hospital planning and construction, under 
which Britain will spend 500 million 
pounds (slightly more than $1.4 billion) in 
the next decade. 


APPOINTMENTS AND ELECTIONS 


Jack R. Ewalt, professor of psychiatry, Har- 
vard Medical School, and director of the 
Joint Commission on Mental Illness and 
Health, is the new president-elect of the 
American Psychiatric Association. C. H. 
Hardin Branch, M.D., professor and head of 
the Department of Psychiatry at the Uni- 
versity of Utah College of Medicine, is 
president. 
oe <6 34 ` 

Donald A. Shaskan, M.D., chief of the 
mental hygiene service of the Veterans Ad- 
ministration Regional Office in San Fran- 
cisco, Calif., is the new president-elect of 
the American Group Psychotherapy Associa- 
tion. 


MEETINGS, CONFERENCES, INSTITUTES 


Representatives of more than 150 national 
voluntary organizations, meeting in Wash- 
ington in March, heard leading govern- 
mental and mental health officials urge the 
involvement of civic, fraternal, service and 
church groups in community programs to 
combat mental illness. 

The delegates to the National Leadership 
Conference on Action for Mental Health, 
convened by the National Association for 
Mental Health, reviewed the final report of 
the Joint Commission on Mental Illness and 
Health and discussed how community or- 
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ganizations could help achieve the goals set 
forth by the Commission. 


The second Canadian Mental Health Serv- 
ices Institute, attended by a selected group 
of over 160 professionals from a variety of 
specialties, met last January in Ottawa to 
consider the preliminary findings and pro- 
posals of a major, six-year national ex- 
amination of the present state and future 
direction of Canadian mental health serv- 
ices. These findings will be published soon 
by the Canadian Mental Health Associa- 
tion. 
* * + 
The Seventh Congress of the Inter-Ameri- 
can Society of Psychology was held in 
Mexico City in December, 1961. Approxi- 
mately 650 delegates from 11 countries at- 
tended. The major themes of the meeting 
were “Culture and Personality;” “Experi- 
mental Psychology;” “Applied Psychology;” 
and “Psychology and Mental Health.” 


PUBLICATIONS 


A booklet titled “Them That Help Them- 
selves,” written expressly for the chronically 
hospitalized mental patient, has been pub- 
lished by Gladwyne Colony, Gladwyne, Pa. 
Copies may be obtained on request. 


A Roster of Directors/Coordinators of Vol- 
unteers in Mental Health Facilities has 
been issued by the National Association 
for Mental Health. This new edition of 
the roster first published in 1962 lists di- 
rectors of volunteer services in state mental 
hospitals. It also includes volunteer serv- 
ices directors in VA neuropsychiatric hos- 
pitals, and, where known, directors of vol- 
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unteers in community facilities serving hop 
pitalized or discharged patients, 


GOVERNMENT GROUP CITES 
CONTRIBUTION OF NATION’S 
VOLUNTARY MENTAL HEALTH 
ASSOCIATIONS 


The “vital role of the nation’s voluntary 
mental health associations in the develop 
ment of a national mental health program” 
has received official recognition and com 
mendation from the National Advisory 
Mental Health Council. The Cound 
makes recommendations to the U.S. Sur 
geon General regarding National Institute 
of Mental Health research and training 
programs. 

The full text of the Council's official 
resolution on voluntary mental health a 
sociations follows: 


“In the development of a National Mental Health 
Program, the cooperation of the voluntary mental 
health associations is considered to be essential. 

“These organizations should keep the public im 
formed about mental illness problems and the neets 
of the mentally ill, and assist substantially in be 
terpreting to the public the mental health services 
developed through governmental efforts. ) 

“Through educational programs and he ; 
volvement of citizens in mental health activities, the 
mental health associations seek to reduce fear 
stigma, and bring about greater acceptance of 
mentally ill and of psychiatric practices and meth 
Their work encourages the wider applico 
existing knowledge in the treatment and rehabi! 
tion of the mentally ill and retarded. Pe 

“They help to mobilize community rae 
mutual efforts with official agencies in the on 
ment of community mental health services: re 
also render directly some services for whi 
other agency has yet assumed responsibility: i 

“For example, they promote volunteer T ding 
participation in mental health activities, Ini 


vital work done by volunteers in hospitals, 
dais and referral services. 

“They publicize mental health personnel needs 
d opportunities, and encourage young people 
explore career opportunities in the professions 
ing the mentally ill and retarded. 

"In directing a research program financed by 
Wantary contributions they render a unique serv- 
meeting several special conditions and needs. 
Such a program permits: 

"I, The diversification of research support. 

"2. The making of ‘seed money’ grants for projects 
their initial and exploratory stages and not yet 
ciently developed to receive a government grant. 
"3. The making of small investments in projects 
ed by young, promising research scientists, en- 
ring their continuation in the field. 

“4. The involvement of additional persons in the 
location of research funds, thus stimulating ex- 
Mange of research information, more ears to hear 
wen the ‘unorthodox’ proposals, and the wider 
identification of fruitful areas for research. 

"5, Direct and voluntary citizen participation in 
the support of research programs of his own pref- 
erence, 

The activities of the voluntary mental health 
soc! lations, therefore, are a major contribution and 
fend Important nationwide impetus to the attack on 
a illness and retardation. They play a vital 
+ it overcoming the major obstacles to mental 
Maalth progress: ie, public attitude, personnel 
WOrtages, limited research and inadequate financial 
Pport, 
Be tional Advisory Mental Health Council 
itary ee ton of the activities of the vol- 
Rite ann health associations and urges their 
nd expanded efforts in these directions.” 


QUEST FOR MATERIAL 


Eons Schlesinger, Ph.D., assistant pro- 
Wa: chool o£ Social Work, University of 
i Kini ada, is requesting material for 
R 5 annotated bibliography on the 
eee Family.” Dr. Schlesinger 
me Ing to include articles, books, theses, 
graphed materials, speeches, and 
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projects on the topic. The following coun- 
tries will be included: Australia, Canada, 
England, the Netherlands and the United 
States. 


ARTICLES SCHEDULED FOR. 
PUBLICATION IN FUTURE ISSUES 
OF MENTAL HYGIENE 


“Problems in Administration and the Establishment 
of Community Mental Health Services” by Herbert 
Dorken. + 

“The Distribution of Mental Disease According to 
Religious Affiliation in New York State, 1949% 
1951” by Benjamin Malzberg. 

“Job Frustrations of Executives in Social Service 
Agencies” by Neil R. Sweeney. 

“Existentialist Aspects of the Vocational Rehabilita- 
tion Process” by Sol Siegel. 

“Modes and Motives of Some Patients Who At- 
tempted Suicide” by Peter E. Sifneos and William 
F. McCourt. 

“Psychological Factors Influencing Food Habits of 
the Elderly” by Marion H. Zetterstrom, 

“The Outcome of Schizophrenia in Relation to a 
Developing Community Psychiatric Service” by 
Bertram Mandelbrote and Steven Folkard. 

“Norway's Activity Programs in Mental Rehabilita- 
tion” by John Eisele Davis. 

“Some Observations on Psychiatric Consultation 
with Nursery School Teachers” by Beulah Parker. 
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Psychological factors influencing 


food habits of the elderly 


All of us are aware of the fact that food per 
has many different meanings for each of 
us. We recognize its quality for supporting 
food nutrition, with resultant good health, 
‘nd also its therapeutic value, but we usu- 
ally are less keenly aware of its relationship 
0 psychologic factors. 
Emotional implications of the feeding 
€ss bear a distinct relationship to the 
quate nutritional requirement of the 
L ac Graubard (1) has stated: “Food 
5 re in the realm of psychology than 
€ sphere of biology or even of econom- 


W o: it that people like certain foods 
i; er foods are distinctly distasteful? 
; ANI acquire their ideas regard- 
a ow, in fact, are our food habits 
ed? 
gg and quality of foods we eat de- 
Pend on ch Even though foods are varied 
j eir availability and on our own 
ae enough, the choices fre- 
i vatyin T responsible for malnutrition 
ional £ $ €grees.. Ignorance of the nutri- 
aues of food often will contribute 


to unwise choices, but the psychology of the 
individual or group also has much to do 
with wise or unwise selection. 

Generally a person is more concerned 
with the taste of a food and whether it 
gives him a feeling of well-being and 
strength than he is with its nutritional 
value or caloric count. Psychologic reac- 
tions to food are frequently contradictory. 
For example, monotony in food is a fre- 
quent cause for discontent and new foods 
are sought. Yet, in spite of this, people are 
reluctant to change their accustomed hab- 
its of eating. 

Consideration of the feeding situation in 
infancy helps us to understand more clearly 
the early development of food habits. Con- 
siderable psychiatric research has indicated 
that the feeding relationship in early life 
is one of the basic determinants of person- 
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ality patterns. Through the experience de- 
veloping in the feeding situation, the infant 
comes to assess his new world as depend- 
able, comforting and satisfying or as unde- 
pendable, unsatisfying, and insecure. 
Savitsky (3) states: 
“The feeding relationship represents the first 
sustained human contact of the infant. The 
warmth, the closeness, the emotional interchange, 
the pleasure of satiation may, in a broad sense, 
be considered aspects of the first love relationship 
of the child. In feeding, the child attains its 
first awareness of self and of the immediate 
human environment. During the first year of 
life the world is, in this sense, approached 
through the mouth. The environment, both 
human and otherwise, the self, the basic emo- 
tions, attitudes and relationships are envisaged 
in oral terms. Love and care are represented by 
the feeding relationship. The strivings toward 
exploration and mastery of the environment are 
represented in terms of the mouth, the act of 
incorporation. Taking things into the mouth, 
originally part of the feeding situation, in time 
acquires connotations of aggression. Data from 
the study of language, of folklore, and the field 
of clinical practice offer abundant illustrations 
of these formulations. In later childhood, the 
themes in the parent-child relation revolve about 
the child’s search for independence and mastery.” 


The balance attained between the accept- 
ance of the dependency factor and the strug- 
gle for mastery will greatly affect the re- 
sultant food habits of the individual. The 
stronger the feeling of dependency the more 
will the emotions of the mother be felt. 
The family feeding situation may be influ- 
enced heavily by her emotional involve- 
ment. She may unconsciously transfer her 
own food patterns or tutor her family in 
food rejection or acceptance in accordance 
with her own preferences. While the 
mother may have more effect on family 
food habits because she is the one who 
usually runs the household and plans and 
prepares the meals, the effect of the father 

should not be overlooked. Children iden- 
tify themselves with the loved parents, 


480 


either mother or father, and the foods the 
parents enjoy or reject often determine the 
foods the child will eat. A case in point & 
outlined by Selling and Ferraro (4). 


“The boy in the house idolized his father, whe 
disliked fish and relished rare roast beef Me 
observed his father eating rare roast beef and a$ 
ways asked for it as he grew up. On the other 
hand, he was often given fish for lunch and the 
fact that his mother ate fish with him, as @ 
the other children in the family, gave him te 
idea that fish was an acceptable article of food, 
For many years he enjoyed fish but when be 
was about 13 or 14 he learned that his father 
did not like fish; from that time on until Wii 
maturity the boy did not eat fish and maintained 
that he had never liked it. It was obvious tt 
he really did not reject the fish but was merely 
identifying himself with his father. A ps 
analytic study of his personality revealed this 
identification, which showed itself in other be 
havior besides eating.” 


Selling and Ferraro further point out that 
if, in a community, there are a number of 
strong leaders—father surrogates—who st 
the pattern for eating, the feeding pattem 
for such a community might be stere 
typed no matter how many educational it i 
fluences were brought to bear from the out 
side. This identification is one of the Ot 
ditions upon which the establishment 
bizarre eating habits and food cults rests 

Moore (2) has demonstrated the 
nificance of symbolism in foods. She sta 

“The things we eat are first of all neces 

and influential in survival and well-being 

are secondarily symbols. Nevertheless, tO 
mans the symbolic aspects of food are often 
primary significance, and a given food Ver 
refused, regurgitated, or become tran 
symbolic significance makes it unaccepts 

the eater. On the other hand, it can be ™ 
craved, sought and dreamed about if its sy™ 

significance is positive.” g 

She goes on to tell of Hoag’s report 
which: a 

“It is reported that Ghandi (in whose a 

cattle are sacred) decided to eat 


Bais of a rational, intellectual conviction that the 
tetritional excellence of beef was a factor in the 
prial and energetic superiority of the Western 
World. His efforts were futile, however, since 
be became very ill. 


Examples such as this abound in our 
daily life. 

Food is a symbol of security. The emo- 
tional balance of a person who has ade- 
quate foods on a regular basis is better 
than that of the person who has to worry 
Wout his next meal. The need for food 
ay Motivate a person to greater accom- 
plishment to raise his economic standards, 
but the compelling factor is the desire for 
this security in food. 

Food is a medium of socialization. The 
Weal life of the adult is built, to a great 
‘Ment, around the pleasure of food and 
drink. Therefore, hunger and appetite 
Tay become disassociated and the indi- 
"dual may eat for social significance rather 

for the satisfaction of physiological 
feds. Food and drink represent friendli- 
"Ss, sociability and warmth as witnessed 
cur many gatherings where we eat 
fd drink together as a gesture of our 
ip for each other, 
€ tend to accept food more readily 
those whom we consider our friends 
ad to distrust food given to us by strang- 

‘e are apt to assess foreign foods in 
light of our fondness for or dislike 
Certain persons of a foreign race. The 
actual Pleasure derived from eating may 
"sponsible for a person consuming far 
N food than would possibly be justi- 
whe his simple physiologic need. Al- 

at certain times some abnormalities 
„metabolism may create extraordinary 
‘Petite, the abnormal appetite of an in- 
< dual usually is pleasure-promoted. 
i T American culture certain mean- 
Twas come to be associated with foods. 
are considered to be masculine while 
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vegetables are considered feminine, Eating 
of meat carries with it connotations of en- 
ergy, activity, power and possibly aggres- 
sion. A non-meat meal is usually satisfac- 
tory only to the female even though in 
reality it may contain substitute proteins 
of similar biologic value to those found 
in a meat meal. 
Moore (2) says: 
“Fruits are readily used to symbolize love and 
affection. The apple for the teacher, the gift 
basket of fruit, the eulogies of the grape, the 
‘peaches and cream’ compliment, etc, show the 
widespread tendency to find in fruits symbols 
of beauty, sexuality, esteem (the ‘fruits of victory,’ 
the ‘golden apples’ of mythology) and luxury. 
Fruits somehow express some basic accomplishing 
(and/or reproductive) notions; compare ‘fruition’ 
and ‘bearing fruit’ to ‘vegetable’ and ‘vegetation.’ 
The one set of words conveys a lushness, an 
extraordinary coming to ripeness, a sensuality and 
fecundity which are absent from our observations 
about vegetables even though they, too, are sea- 
sonal, come to ripeness, spring up in marvelous 
shapes and colors. Obviously, we say things with 
fruit which we can never communicate through 
the symbols of other foods.” 


Certain foods such as caviar may repre- 
sent prestige. Others are representative of 
sophistication or adult tastes. Symbolism 
of food is a part of our culture. The emo- 
tions which these symbols evoke in the in- 
dividual will form a basis for establishment 
of food habits which may be either good or 
bad in the context of sound nutrition prac- 
tices. 

Dr. Edward Weiss (5) has suggested a 
classification of foods based on their emo- 
tional significance: 

(1) The security foods: eg., milk and 
milk products as a part of a search for the 
security of the early parent-child relation- 
ship. 

(2) The reward foods which serve as con- 
solation at times of frustration or disap- 
pointment; e.g., candy or ice cream given to 
a child. 
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(3) The fetish foods which we feel have 
magical qualities in maintaining or restor- 
ing health. 

(4) The foods of pleasurable association 
which remind us of happy circumstances. 

(5) The maturity foods which are de- 
nied to the child and reserved for adults: 
e.g. beer, coffee, tea, etc. 

In a discussion of food habits, the role 
played by advertising should not be ig- 
nored. Advertising is a source of incidental 
education for many adults. If food adver- 
tisements truly reflected the newer knowl- 
edge of nutrition, the impact on good nu- 
trition practice could be tremendous. How- 
ever, all too frequently it is based only on 
half truths, the emphasis being on the sale 
of a product rather than on educational 
aspects. Its direct appeal to basic emo- 
tions has great effect on the development 
of food habits. 

The appeal of advertising was demon- 
strated to me recently in the case of one of 
our residents. She felt that she had become 
too heavy and wanted to reduce so she 
sought my assistance. My approach was to 
help her control her own caloric intake 
based on our menus, which are nutri- 
tionally adequate. After many conferences 
she said she could not lose an ounce. One 
day she came to my office saying: “I just 
can’t lose an ounce and now the doctor 
tells me to eat 2 slices of—bread before each 
meal.” I asked which of our doctors told 
her that and she said “Oh, no one here— 
it was the doctor on television.” 

Food fads may have a temporary effect 
on eating patterns, the function of a food 
fad being to serve as a relief from social 
restrictions. Fads are usually of short dura- 
tion and often bizarre in nature. 

The emotional significance of foods ex- 
erts a great effect upon eating behavior. 
Problems arising around the feeding sit- 
uation are magnified in a group feeding 
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program. At the Home for Aged and In 
firm Hebrews we have been interested 
in studying ways and means to alleviate 
these conditions and to explore the need 
for greater individualization of the res 
dent. 

We recognized the fact that the dietitian 
frequently can become so involved in mak 
ing sure that the “right” foods are placed 
on the menu that she sometimes overlooks 
the fact that she is dealing with human 
beings who have established set patterns be 
fore coming under her care. 

Dr. Savitsky, neuropsychiatrist at our in 
stitution, undertook a program of educa 
tion for dietitians: (1) to test the prat 
ticability of a short course of orientation 
in a basic understanding of feeding behav- 
ior, and (2) to note the effect on nutritional 
practice of an improved understanding of 
psychologic factors in nutrition. 

We feel that a more profound knowledge 
of behavior as reflected in the feeding situ 
ation has helped us to do a better job in 
performing our part in the total care í 
the resident. With the aid of the psyciié 
trists we are learning how to assess the pe 
sonalities of each resident so that we Gñ 
treat them more individually. Through 4 
greater understanding of the factors 1 
volved in human behavior we ne 
come more flexible in our handling off 
problems. 

We have been able realistically o 
sess our value to the residents an i i 
come to recognize our own feelings ee 


without anger or hostility. 
we have been able to offer a 
help to the psychiatrists in cer 
tical applications of some phases ° 
chotherapeutic treatment. 

Here, I would like to presen! 
studies of individuals who presente 


į two oo 


opposing patterns of behavior, yet each 
person, in his own way, was using the food 
situation to express himself. These stud- 
ies will point up the type of problem which 
an be dealt with successfully by a team 
approach of the dietitian and psychiatrist. 


CASE HISTORIES 
Case 1 


Mr. X, a 69-year-old widower, was referred on 
December 16, 1952, for study as an “undereater.” 
He represented a problem to the dietary depart- 
ment in that he made numerous requests for soft 
food, and he complained that he could not ad- 
just to the diet offered. There were also many 
difficulties in adapting to dentures. Several at- 
tempts had been made to fit him with dentures, 
but he reacted to each set with such anxiety 
that he could not continue to wear them, He 
also offered numerous somatic complaints re- 
volving about asthma and digestive difficulties. 

The patient was born in Russia, the youngest 
of five children. The favorite child in the family, 
he was babied by his mother and by his older 
brother, who brought him up after the mother’s 
death, When he grew up he became a tailor 
and worked hard at this trade throughout his 
business life. He was happily married for 35 
Years to a woman who was an excellent house- 
Keeper and cook. His relationship to her was 
dearly one to a “feeding mother.” 

In his nostalgic reminiscences of the good old 
days he described his wife mainly in terms of 
one who fed him wonderful meals and took care 
of him, About 20 years ago his wife suffered a 
stroke and became relatively incapacitated. He 
developed an ulcer syndrome at that time. When 
his wife died 13 years ago, he lost his business 
as an individual owner of a small tailor shop, 
unable to carry on because of the collapse of 

Capacities, 
oe Vi depressed, anxious, complained of 
his h distress and asthmatic attacks. Since 
Ne Wife's death he had lost his appetite and had 
aM a interest in his surroundings. He liked 
ie e, but in a rather passive way. He read 
at eee for occupation but had few plans 
whi ee He had a marked aversion to meat, 
= wich had developed over the last 10 or 15 years, 


ba as 
mae liked soft foods such as rice, or bread soaked 
in milk, 
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In the therapeutic situation he was seen to be 
a short, slender, neatly dressed man with multiple 
physical complaints and expressions of dissatis- 
faction regarding meals and other aspects of care. 
At the beginning of therapy he related well. 
There was pleasurable anticipation of help from 
the therapist in terms of having changes made 
in his diet. As these changes did not materialize, 
there was more overt anger expressed in petulant 
fashion. In the expression of anger he showed 
difficulties in placing blame on himself—“It must 
be my fault if food disagrees with me.” There 
was considerable anger expressed to the nutri- 
tionist who, he felt, paid more attention to the 
special needs of other residents than to his own. 

The therapeutic approach was based on his 
attempt to attain the relationship to the “ideal 
mother.” On an experimental basis, a member 
of the nutrition staff was assigned to play this 
role, She made a continued effort to supply 
him with the foods he preferred and showed a 
warm interest in his general well being and 
feeding behavior. She impressed him with her 
apparently limitless interest in his welfare. 

He began to try a greater variety of food and 
gained weight for the first time in years. His 
previous mood of depressed resignation gave way 
to a more cheerful attitude. He was more flexi- 
ble in dealing with difficulties and showed an 
improved socialization. His petulant refusal of 
food was replaced by a more definite self-assertive 
attitude regarding food preferences. At one 
point, when he returned to an insistence on 
minced food, he reported to the dietitian that 
the dormitory nurse had refused to give him 
some medication. He felt that the nurse “didn’t 
like” him. This illustrated how a frustration in 
the maternal relationship to the nurse was re- 
flected in the feeding situation. 

In June 1954 he entered psychotherapy, on a 
systematic basis, with one of the staff psychiatrists. 
His clinical progress relative to food preferences 
continued. However, he showed considerable 
fluctuation in the state of his chronic asthma. 
Some of the periods of exaggeration of asthmatic 
symptoms were correlated with disturbances in 
his dependency relationships to his children. 
Through the period of therapy he expressed con- 
siderable resentment and unhappiness at the fact 
that his children were now preoccupied with 
their own problems and were living lives of 
their own. 

Ultimately, he was able to ventilate rage at 
the therapist who had not met his dependent 
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needs. After a period of ventilation of rage, 
which was handled with the appropriate psycho- 
therapeutic technique, his asthmatic status showed 
remarkable clinical improvement. Two and one- 
half years after institution of therapy he still 
showed a considerable change over the initial 
picture. His food adjustment and asthmatic 
status had improved greatly. 


In motivational terms, this patient was 
seeking to be taken care of by a descendant 
of the feeding mother of his early child- 
hood, Through his self-imposed dietary 
restrictions he directly expressed a desire 
for an infantile feeding relationship. His 
rage at not being taken care of in accord- 
ance with his illusory goals was expressed 
by a refusal to eat. In therapy his depend- 
ency needs were gratified within realistic 
limits. His rage reactions were modified by 
appropriate psychotherapeutic measures. 
The resultant clinical improvement could 
be characterized as “good.” 


Case 2 


Mrs. X., a 66-year-old married woman, was 
referred on February 17, 1953, for a state of ten- 
sion characterized by anxiety, scattered aches and 
pains. She was seen again in October, 1953, with 
numerous complaints about the care she was 
receiving in the Home. She was generally un- 
happy and dissatisfied and expressed considerable 
envy of others. 

There were numerous preoccupations about the 
food served her. She sought to have foods 
cooked for her in a special way and subjected 
herself to unwarranted food restrictions; there 
was excessive distress at the behavior of one of 
the other residents who acted in a gluttonous 
fashion. 

The patient was the fourth of 9 children 
and had been burdened with many responsibili- 
ties in childhood. She married a rather passive 

man who had two children by a previous mar- 
riage. In all her relationships, she was extremely 
active and aggressive, with marked competitive 
strivings. On her admission to the Home, she 
praised the food initially, but then began to ex- 
press dissatisfaction about table placement and 
food offered. She criticized the dining room 
behavior of many residents. In all her rela- 
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tionships she was vocally active; she expressed 
her aggressions freely and made long speeches 
at club meetings. 

In therapy it was evident that a good deal of 
her tension grew out of feelings of unhappines 
at prolonged separation from a son who had 
quarreled with her many years before and had 
not been in touch with her. Her goal might be 
formulated as a search for love in “oral” terme 
she sought tender words from her husband, at 
tention from her children, properly prepared 
food from the Home, long conversations with 
social workers. 

Her preoccupations had borderline paranoid 
qualities. She felt that the cook spoiled the food 
and removed the “essence” from it. Her provoe 
ative behavior is exemplified by the following 
incident. In spite of knowing that the menu 
for the day had no chicken, she asked for chicken, 
refused the dinner that was offered to her, then 
berated the dietitian for maltreating her. 

Her boundless demands for love and attention 
were characterized by a tendency to project blame 
on to others. She expressed the feeling that the 
dietitian had the “best of everything in the 
freezer” but was not giving it to her. When, # 
part of an experimental approach to the man- 
agement of her situation, she was told to stale 
what she wanted and she would be given it, she 
said “Now that I can have whatever I want, I 
don’t know what I want.” She continued, with 
absolute rigidity, her insistence that demands for 
food be met on her own terms. 

In motivational terms this patient sought lor 
and care. Her search was complicated by antic 
pated disappointment, rage and provocative 
havior. The void she sought to fill turned out 
to be a bottomless pit. Her search, however, bic 
characterized by great energy and the patterning 
of her desires in “oral” terms. a 

The therapeutic approach was based on cati 
ing to her desires in a bounded fashion. Thro 
a series of conferences, the anxieties of the a 
in handling her boundless demanding behav 
were allayed, in part. 
was provided. Prolonged psychiatric conte Re 
vealed marked rigidity of the personality, 3 an 
noid trends, and “deep” conflicts that could ! 
be dealt with in a brief context. Over a Lis ge 
of two years her condition showed little sill 
Any demands she made, upon being ie 
were succeeded by still others, in an a in 
endless chain, Apparently, the satisfaction? 
demand constituted the license to seek a00 
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SUMMARY 


To summarize, we have noted that die- 
tary habits are influenced markedly by the 
psychologic significance, largely uncon- 
scious of the act of feeding and the rela- 
tionships involved in the feeding situa- 
tion. Symbolic meanings of food, dating 
from his early development, affect the food 
pattern of the individual. Alterations in 
food intake are indications of anxieties. 
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Planning for early treatment 


psychiatric services 


The concept of “psychiatric first aid” or 
early treatment psychiatry is not new. Such 
services have existed, in some measure, in 
various medical settings: general hospitals, 
private psychiatric practice, and psychiatric 
receiving hospitals. What is relatively new, 
however, is the idea of developing a service 
program with early treatment or immediate 
care as its central focus; in other words, 
to develop a crisis-oriented psychiatric pro- 
gram for a large community. 

Both the Committee on Public Health 
of the American Psychiatric Association 
and the Joint Commission on Mental Ill- 


This paper is based on the Roundtable on Emer- 
gency Psychiatric Services sponsored by the Joint 
Commission on Mental Illness and Health and the 
Committee on Public Health of the American Psy- 
chiatric Association at the 114th Annual Meeting 
of the APA held in San Francisco in May, 1958. 


Dr. Vaughan, moderator of the Roundtable, is di- 
rector of the Mental Health Training and Re- 
search Project for the Western Interstate Commis- 
sion for Higher Education, Boulder, Colo. 


Dr. Downing, the editor of these proceedings, is 
program chief, Mental Health Services Division, 
County of San Mateo, Calif. 
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ness and Health have been concerned with 
the problem of developing psychiatric and 
mental health services which will be able 
to provide clinical psychiatric services of 
a general nature to communities as a whole, 
as well as services which will be able to pr% 
vide early diagnosis and prompt rea 
a basic aim of public health and medi i 
care programming. At the 1958 Annua 
Meeting of the APA, the Roundtable o 
Emergency Psychiatric Services brought t0 
gether people interested in these matt 
Dr. Warren Vaughan planned and m: 
erated the Roundtable. Drs. Coleman Fs 
Zwerling reported on the Emergency k: 
chiatric Clinic of the Bronx, N. Y.» er 
pal Hospital, which has been in oe 
for several years. ‘This was follow® 
a discussion of a new, immediate nih 
ment program being developed PANI 
by Dr. Tobias Friedman at the Bo i 
Mass., State Hospital, and known a 
Psychiatric Home Treatment Se th 
Dr. Joseph Weinreb dealt W! ent 
Worcester, Mass., Youth Guidance vest 
and its role at the time of the Wor 


eat: 


| 
! 


x 
x 


tornado disaster. Chief John Holstrom of 
the Berkeley, Calif., Police Department 
reported on the role of the psychiatrist 
in liaison and consultation work with the 
police department. 

Discussants included Dr. Marvin E. 
Perkins, Department of Public Health, 
Washington, D. C.; Dr. Arnold Schwartz, 
California State Department of Public 
Health; Dr. Paul V. Lemkau, Johns Hop- 
kins School of Hygiene and Public Health. 
Dr. Grete Bibring of the Beth Israel Hos- 
pital in Boston closed the Roundtable with 
a discussion of the implications of emer- 
gency psychiatric services for the training 
of physicians and other prefessionals. 


INTRODUCTION 


Moderator, Warren T. Vaughan, Jr., M.D., 
Members, Committee of Public Health, 
American Psychiatric Association, and As- 
fociate Director, Task Force on Patterns 
of Patient Care, Joint Commission on Men- 
tal Illness and Health 


3 We must assume that in psychiatry, as 
in most other branches of medicine, care 
5 often indicated following the dictum, 
‘The sooner the professional intervention, 
the better the prognosis for the patient.” 
Certain processes are allowed to proceed 
Unchecked, prognosis may be worse, and 
€ work of the psychiatric personnel may 
‘ome more difficult and more compli- 
8 Delay may place additional stresses 
$i e family and the community, on clin- 
personnel, facilities and financial re- 

Sources, 
pis Querido of Amsterdam, The 
ith pans has considerable experience 
Which ey psychiatric program in 
Rea € Psychiatrist goes to the scene of 
S, Interviews the patient and others 


and $ 
makes a clinical assessment of the total 


Situation, 
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He has found that many and varied types 
of psychiatric disorders can be handled at 
the crisis point, in this fashion, by study 
and disposition of the problems within a 
few hours or days following initial profes- 
sional contact. He said, at a meeting with 
the New York City Community Mental 
Health Board, that “one psychiatrist on 
this service is more effective than [all] the 
personnel in a 60-bed ward.” He further 
stated: 


The service is ready at any time to meet any 
personal emergency, with minimum delay or 
bureaucratic machinery, between the moment the 
problem comes into the open and the time the 
first psychiatric contact is made. By going to 
the place where the crisis has occurred, the 
psychiatrist may view the patient as a whole. He 
is better able to visualize the patient's relation- 
ships with his family and his work situation, 
and to see their influence on the patient's illness. 

The possibility of examining the psychiatric 
problem in situ, in order to understand its genesis 
and the mechanism of psychopathological dy- 
namics cannot be overestimated. A “site visit” 
also permits a psychiatrist to determine whether 
adaptation of the patient in his own surround- 
ings is feasible. This may permit hospitalization 
to be avoided in a certain number of cases, with 
all the resulting advantages in view of the oft- 
noted impoverishment in the relational life of 
the hospitalized patient. 

Furthermore, such an emergency program has 
two other distinct advantages: 

(1) It serves as an excellent training ground for 
psychiatrists and psychiatric personnel. It pries 
them loose from the hospital and the office, from 
the traditional one-to-one clinical aspects of psy- 
chiatry and introduces them to the community 
and the sociological aspects of mental illness and 
emotional disorders; 

(2) Such a service educates society and its rep- 
resentatives to accept the patient. Every time 
the service swings into action, it teaches by pre- 
cept how to deal with the mental patient, 

The psychiatrist teaches by his own behavior 
that situations can be changed by certain atti- 
tudes; that by treating the patient with under- 
standing and honesty—particularly honesty— 
without showing fear and without using force, 
it is possible to reduce existing tensions in such 
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a way that they can be dealt with in the com- 

munity setting. 

Such occurrences deeply impress laymen and 
are apt to change their concepts of mental ill- 
ness more than any preaching, teaching, or 
printing. 

There are various types of “barriers” 
between psychiatric facilities and the indi- 
vidual in need of psychiatric care. These 
barriers seem to be an integral part of psy- 
chiatric treatment systems. As such, they 
deserve more critical examination than re- 
ceived hitherto. It is, of course, in emer- 
gency situations that these barriers become 
most visible, conspicuous, and potentially 
traumatic. 

What are the various cultural, adminis- 
trative, financial and geographical and 
other barriers to psychiatric service? How 
necessary are they? How permeable are 
they? We hope to gain some insight into 
this problem of barriers that represent such 
a fundamental issue in the development of 
good programs of psychiatric care. 


AN EMERGENCY CLINIC IN A 

METROPOLITAN HOSPITAL 

M. Donald Coleman, M.D., Emergency Psy- 

chiatric Clinic, Bronx Municipal Hospital, 
New York, N. Y. 


At the Bronx Municipal Hospital, the 
initial aim was to develop a service to 
handle pressing psychiatric emergencies on 
a 24-hour-a-day basis, seven days a week. 
Experience showed that the sooner patients 
were seen the less the need for hospitaliza- 
tion, long-term psychotherapy, and other 
prolonged forms of psychiatric treatment. 
A plan was set up to handle all new psy- 
chiatric patients, when they presented 
themselves, within an hour. This includes 
patients referred from other outpatient 
clinics in the hospital. 

The screening barrier common in many 
clinics is eliminated. Anybody who comes 
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will be seen by a psychiatrist. The only 

person who interviews the patient prior 

to his psychiatric interview is the recep 

tionist who asks the name and asks the 

patient to be seated. This enables the psy 

chiatrist to deal directly, at first-hand, with | 
the patient and his crisis situation. 

In the Emergency Admitting Room of 
the general outpatient department, about 
200 patients a month are screened by the 
psychiatric service. The Emergency Psy: 
chiatric Clinic also handles about 200 cases 
each month. 

First and second-year residents are as 
signed to the emergency admitting room 
of the general outpatient clinic, where they 
are on call for psychiatric interviews. They 
also cover emergencies on week-ends and 
evenings. 

The resident makes an assessment and 
disposition of the case in the emergeng) 
admitting room. He may refer the patient 
from the emergency room to the Emer 
gency Psychiatric Clinic for more prolonged 
diagnosis and treatment. He can also at | 
mit patients for emergency overnight hos | 
pitalization, to be seen the next morning 
in the Emergency Psychiatric Clinic. 

Important to the successful operation 0 
the emergency clinic is the variety of thera 
peutic dispositions available to the psy 
chiatrist who first sees the patient. x 
include admission to either a closed = 
open ward in the hospital, admission to 2 
day care or night care program, or a 
to the long-term psychotherapy clinic. a 
patient may also continue at the emerge? 
clinic, be referred to many conn 
health and social agencies, or finally, ™ 
be discharged home. an ft 

Third-year residents and fourth-ye vt 
lows all devote one entire day 4 ee 
the emergency clinic service, seeing P g 
to eight patients a day. They may E 
up to five regularly scheduled theraP 


meetings on an “emergency” basis during 
the crisis period. These interviews may oc- 
cur daily, or up to a week or more apart. 
Interviews may take several hours with 
the patient and with family members as 
well. Each resident sets aside one hour a 
day for follow-up interviews, in addition to 
his regular day in the emergency clinic. 

Of all patients seen in the emergency 
dinic, only 10 per cent go on to prolonged 
therapy in the regular psychiatric clinic, 
which provides a program of analytically- 
oriented psychotherapy. The emergency 
dinic handles 90 per cent of patients 
through some treatment modality other 
than traditional long-term psychotherapy. 
This enables them to choose more carefully 
Patients for whom long-term psychotherapy 
Tepresents the optimum form of treatment. 

Five types of cases in which there have 
been striking benefits from emergency psy- 
thotherapy are as follows: 

(l) The patient with anxiety and a hys- 
terical character structure and symptoma- 
tology who is given an authoritative expla- 
Ration of anxiety symptoms as fear equiva- 


f 
lents, 
(@) The guilt-ridden patient given an 
Opportunity for catharsis and forgiveness. 
(3) The angry patient who needs an op- 
Portunity to ventilate, 
A The very dependent patient who de- 
N Support from the quasi-magical au- 
ority figure, 


AQ The obsessive compulsive patient 
ose defenses begin to break down and 


4 0 is attempting to reinforce old obses- 
onal patterns, 


Another interesting group has been 
aha ambulatory schizophrenic pa- 
` The immediate availability of psy- 


thiatri x 
: eN attention provides a kind of flex- 


be ng-term supportive treatment for 


ee A eonventionally rigid clinic 
ure cannot economically provide such 
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supportive treatment, because these patients 
come in to the clinic at highly irregular in- 
tervals. For long periods they do not ap- 
pear, then they are likely to need a patient- 
doctor contact at the time of crisis, with 
perhaps more than the usual once-a-week 
appointment. The emergency clinic easily 
adapts to these needs, 


The following are illustrative cases: 


Case 1: 


A 48-year-old, married, childless woman came 
with chief complaint of depression after a half- 
hearted suicidal attempt with a few sleeping pills. 
This was some few months after her mother had 
died which, in turn, had followed her father’s 
death by a few months. 

When she came in, she reported a dream the 
night prior to presenting at the hospital: “My 
father was in the emergency room; my mother 
and sister and myself were there also .. . all 
of a sudden, he drew a gun and I cried, ‘Mother, 
he wants to kill us,’ and I woke up.” 

The session was spent in exploring her anxiety 
symptoms as resulting from fears which had de- 
veloped following the death of both parents. She 
was told by the doctor that he did not find it 
surprising that powerful fears about death and 
violence should have been stirred up by these 
deaths, beneath her level of awareness. 

She returned for a second and last interview, 
six days later, well-dressed, looking much better, 
and having returned to work for the first time 
in some months. She reported another dream 
prior to this visit; “I was in the waiting room 
in this hospital, my sister and mother were with 
me, my chair was rocking gently back and forth 
while I was falling asleep; my husband woke 
me.” 


Case 2: 

A 26-year-old Puerto Rican woman had a seri- 
ous social environmental problem and was a 
very dependent, helpless person. She responded 
positively to the powerful authoritarian doctor 
figure. She had vague aches and pains, but pro- 
ceeded to tell a story of extreme reality diffi- 
culties. 

The therapist was very active in calling on 
social agencies, housing authorities and others 
for action. He helped her to work out reality 
problems that she could not work out by herself. 
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She borrowed strength from the magical, power- 
ful figure of the doctor. Her symptoms dis- 
appeared and her life situation improved. 


Case 3: 


This case illustrates a rather unpredictable 
kind of help which patients may receive. A 
young schizophrenic male developed acute para- 
noid symptomatology on the occasion of his wife's 
pregnancy. This patient had had a previous 
acute breakdown with six months of hospitali- 
zation. 

The psychiatrist related himself immediately 
and emphatically with the distress of the patient 
on the occasion of the pregnancy by telling him 
that he himself was in the same position—i.e., 
his own wife was pregnant—and that this did 
create problems for the prospective father. He 
actively aligned himself with the negative feel- 
ings of the patient, his anxiety and distress. 

The patient began to relate positively to the 
psychiatrist right away. The focus was not on 
the paranoid system at all. The patient con- 
tinued to see the physician through the nine 
months of the pregnancy, and for several fol- 
low-up interviews thereafter. 


A remarkable relationship has been estab- 
lished with various social and health 
agencies in the community. It was feared 
that the clinic would be flooded and immo- 
bilized by the sheer numbers of referrals 
from agencies. Actually there was an initial 
“testing out” by agency personnel to see 
whether the clinic really would see any case 
within a matter of minutes or hours. 

Finding by experience that this indeed 
was the situation provided a great deal 
of reassurance, enabling personnel to work 
with patients longer, and often successfully, 
through crisis situations. Workers in the 
agencies, when faced with patients who, 
for instance, threatened suicide, were not 

panicked by the threat because they knew 
that psychiatric help was available at a 
moment’s notice. The clinic now receives 
fewer referrals from agencies than before, 
those being patients really in need of a 
total change in the nature of care. 

The Albert Einstein Medical School 
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is now establishing an emergency clinic 
arrangement for the adolescent and chil- 
dren’s services. Cases are being started on 
an experimental basis, with hopes that it 
will prove to be as successful as the adult 
emergency clinic. 


PRE-ADMISSION HOME VISITS FROM 
A STATE HOSPITAL 


Tobias Friedman, M.D., Director, Psychi- 
atric Home Treatment Service, Boston 
State Hospital, Boston, Mass. 


This experimental service makes a ps} 
chiatric team available to a patient and his 
family at the time of an extreme crisis: 
namely, referral for admission to a state 
hospital. The simple mechanics of at 
mission to the hospital are confusing t0 
patient and family, full of delays, and conte 
plicated by problems of communication 
and transportation. This confusion a 
often compounded by family and social 
problems involving alcoholism, economic 
distress, and marital strife. 

The aim is to integrate mental health 
services at the state hospital, 350 g 
community level and within the family 
as is the case in the public health a 
of tuberculosis and venereal disease. eni 
erally, state hospitals have treatment ] 
a “yes or no” type only; either heH 
tient is admitted to the hospital or lit 
else is available to him. Responsibili 
for treatment is not at the community wa 
but at the state level, with patients aa 
to state hospitals and left there Wg 
warning or planning. 

There seems to be the expecta” 
the patient will be “factory rebuilt, a 
gether in isolation from his previ 1 
vironment. This type of treatment © 
chaic, and is inconsistent without an š 
standing of the origin, the' dynamics a 
natural history of psychiatric illness: 


Department of Psychiatry in New York 
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gration between hospital and community 
should take place at all stages: casefinding, 
referral, diagnosis, treatment and continued 
care. 

The Psychiatric Home Treatment Service 
has as its aim to develop alternatives to 
hospitalization in the patient’s own family 
and community setting, to use the hospital 
only as a phase in a total treatment plan. 
The service fills the gap between the home 
and the hospital. The service can operate 
(a) in emergency situations, (b) in continued 
long-range treatment programming for 
patients, and (c) to maintain contact and 
work with poorly motivated psychiatric 
patients who do not or cannot attend the 
usual clinical resources. 

On its staff are a psychiatrist, a psychiatric 
social worker, a public health nurse and a 
social science researcher. It has interpreted 
its aims to physicians, clergy, social agencies, 
housing authorities and police and others 
m the community, and has indicated its 
interest in coming into the homes of seri- 
ously mentally ill individuals—those for 
whom one would consider hospitalization. 

The psychiatric team first goes to the 
home where a group family, team and 
Patient interview is held. The psychiatrist 
Next interviews the patient while the social 
Worker interviews and works with the 
family members, The patient is not treated 
“a “naughty child” but is required to 
ot actively in all discussion and 
a on-making concerning himself and the 

Y situation, 
oe a clearer picture of the total situa- 
in š staff formulates a “total prescrip- 
kia Which considers the psychiatric and 
a needs both of the patient and his 

W zi One of the aims of the prescription 

co-ordinate and encourage efforts 

fine made in the community to help a 

y. 
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between degree of motivation and treat- 
ment offered. The more intellectual, more 
verbal younger, middle-class individual 
brings motivation with him, and because 
of the response of the professionals to the 
motivated patient, he gets priority in treat- 
ment, 

The acutely disorganized individual will 
deny illness and need for treatment. These 
patients, who may be seen first in outpatient 
clinics and then break off psychiatric treat- 
ment, are then more inaccessible to treat- 
ment than ever before. A home service can 
seek out such patients in their own homes. 
Motivation then becomes less crucial. 


Case Example: 

A 80-year-old mother of two children at- 
tempted suicide following an unwanted third 
pregnancy. One private psychiatrist recom- 
mended termination of pregnancy; another dis- 
agreed. 

Home visiting by the team revealed the inti- 
mate relationships between the patient's illness 
and the passivity of her husband. Both husband 
and wife were unwilling to seek any psychiatric 
care and insisted on termination of the pregnancy. 

The team continued to visit and during the 
course of treatment, the husband’s passivity and 
desire to see the pregnancy terminated were dis- 
cussed and dealt with. At one stage, the patient 
entered Boston State Hospital briefly, then re- 
turned home. Regular visits were made in the 
home by the public health nurse. 

The pregnancy continued to a successful com- 
pletion, and the depressive reaction was relieved. 
Both husband and wife decided to continue their 
interviews at a Family Service Agency where they 
had received help in an earlier marital crisis. 


COMMUNITY PSYCHIATRIC SERVICES 
IN A DISASTER SITUATION 
Joseph Weinreb, M.D., Director, Worcester 
Youth Guidance Center, Worcester, Mass. 
Psychiatric services at the community 
level in a community crisis situation were 
put to the test during the Worcester tor- 
nado. This disaster, of course, caught the 
community completely by surprise and the 
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Youth Guidance Center was swept into the 
mobilization effort of the medical and social 
agencies. 

There was a general lack of planning by 
community agencies for major disasters. 
The reaction of the community leaders, 
agency executives and others was to move 
precipitously into action. 

For instance, fast action schemes were 
proposed, such as evacuating all children to 
summer camp settings which were, in June, 
ready and waiting for the influx of summer 
campers. It was important to state that 
camp life with fresh air and good food was 
not enough for these children if the parents 
were not with them during the crisis. It 
was much more important to have the chil- 
dren stay with the parents while reorganiz- 
ing and rebuilding their shattered homes. 
Insofar as the individual psychiatric emerg- 
encies go, there was no influx of individual 
cases to the guidance Center. Thus, psy- 
chiatric skills were most importantly di- 
rected at preventing the drive for com- 
munity action, resulting in doing things 
that should not be done. 

Psychiatric services of a consultant type 
were most needed at the top of the com- 
munity organization pyramid. The con- 
fusion between the many agencies con- 
cerned took weeks to clear up. Planning 
should be done with the participation of 
psychiatrists as well as other social science 
consultants. In addition to the problem of 
major decisions being made precipitously in 
response to the immediate shock of the 
disaster, problems such as interagency hos- 
tility, rivalry, delineation of duties and re- 
sponsibilities of the various agencies were 
dealt with by the psychiatric consultant. 

Among the various immediate action 
programs suggested but discarded was that 
the Youth Guidance Center set up emerg- 
ency psychiatric services and make radio 
announcements that such services were 
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available. Again, this action might haw 
done more harm than good. There were 
certainly not enough professional personnel 
to handle a large influx of anxious ind) 
viduals responding to such a mass media 
announcement. 

Furthermore, any parents who indeed had 
a seriously upset child knew through normal 
channels where to go and what to de 
Those emergencies which did occur in is 
dividuals and families attendant to death 
and serious injury of loved ones were 
handled in the main by family physicians 
and the clergy. In fact, only a trickle œ 
patients came to private psychiatrists or tó 
clinics as a result of experiences during the 
tornado. I 

The Youth Guidance Center did feel that 
a most vital function was to disseminalt 
authoritative information concerning em 
tional reactions to disaster, giving parent 
and others a reasonable understanding % 
the emotional impact of the disaster on 
children. 

Therefore, the center prepared a p= 
phlet, “Your Children and the Torn 
for distribution by the Community Chest 
Focusing on the acute disruption of 
secure environment of the average 
and the powers of repair and readjustmé 
inherent in family solidarity and 
useful suggestions were made con 
anxiety symptoms, night fears, nightmare 
It recommended further that any Pe 
emotional or other reactions resulting 
death or injury should be carefully m 
by the family with the help of trained 
fessionals. 


PSYCHIATRIC SERVICES IN A 
POLICE DEPARTMENT plich | 
Chief John D. Holstrom, Chief of "a | 
Berkeley Police Department, Berkeley; 


The Berkeley, Calif., Police Dep 195) 
has worked with psychiatrists since 


members of the police first received 
tary training in recognizing gross 
ptoms of emotional and mental dis- 


Psychiatrists have been used in the re- 
muitment of police officers since 1921. 
Ace 1949, the police department has had 
hours per week of psychiatric time avail- 
either in the psychiatrist's office or at 
lice headquarters. During these years it 
found important that the police not 
ily get to know the psychiatrist as a person 
d thus gain an estimate of his personality, 
llities and reactions, but also that the 
ychiatrist gets to know the police, their 
pecial abilities, shortcomings and attitudes. 
The psychiatrist provides a valuable con- 
iltātion service to the police in many types 
Í emergencies. The police receive many 
ports concerning people who are disturb- 
E the peace. Policemen who investigate 
ten wonder what course of action would 
best. Should the individual have pro- 
tctive custody, or can the matter be dealt 
th in the home or neighborhood. Is 
ae individual dangerous to himself or to 
Mets? Consultation with the police psy- 
Hatrist, even by telephone, often helps in 
ing out the most expeditious disposi- 
m of such cases. Not infrequently in 
ine investigatory work, the policeman 
interview and interrogate an individual 
9 appears to be quite unstable. At this 
Smt, the policeman would like to have a 
2) informal type of psychiatric screening 
Mich is usually impossible or inappropriate 
9 obtain through usual clinic or hospital 
sannels, Here, the policeman can refer 
SS individual directly to the police psy- 
Matrist, in an informal fashion, for a 
atric interview, appraisal and consul- 
» with no red tape. 
° police psychiatrist is used in situa- 
e Where individuals are under arrest. 
M8 1s a typical use of medical psychiatric 
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services, where examination by the psychi- 
atrist may determine whether the person 
will “go the route of prosecution” or go to 
a mental hospital. Sometimes individuals 
who are in temporary police custody make 
a major disturbance in jail or elsewhere. 
In this immediate situation, the police want 
some idea of how basically disturbed this 
individual is and what should be done about 
it immediately or prior to the patient hav- 
ing a major breakdown, 

Not infrequently, juveniles come to the 
police for consultation and advice in a state 
of confusion and emotional disturbance, 
Immediate referral to a psychiatrist in an 
informal fashion is extremely helpful to 
the youngsters. The psychiatrist can advise 
the parents, the police, the youngster him- 
self, thus getting at the problem at its very 
earliest stages. 

Special problems in which the police 
psychiatrist is particularly useful are in 
evaluation and disposition of sex offenders, 
who may be simply community nuisances 
or, on the other hand, may be dangerous 
aggressive sex deviates. 

A second special group seen by the 
police psychiatrist includes individuals who 
threaten or attempt suicide. A unique 
function for the psychiatrist is the occa- 
sional instance when the police are investi- 
gating complaints of various sorts against 
physicians. Often, it is helpful to use the 
police psychiatrist instead of, or in addition 
to, formal referral of problems to the 
medical society. The latter course of action 
is a slow process whereas the use of the 
psychiatrist on an informal basis provides 
a mechanism for working with the problem 
immediately for an emergency situation. 

Few people, including psychiatrists, 
understand the police or understand the 
police process. Also, few people seem to 
understand psychiatrists or the psychiatric 
process. Both police and psychiatrists can 
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work together through a psychiatrist who 
can work as a middleman and develop this 
important liaison (4) This service has been 
found not too expensive for the police de- 
partment, and to serve the best interests 
of the community. 


DISCUSSION 


Marvin E. Perkins, M.D., M.P.H., Chief, 
Psychiatric Services Division, Department 
of Public Health, District of Columbia. 


In the District of Columbia, there are 
many potential psychiatric patients living 
at home who, though disruptive, are not 
sufficiently disturbed to warrant the police 
action needed for obtaining mental obser- 
vation. These persons are ones not moti- 
vated to seek psychiatric care; furthermore, 
their families are often not wealthy enough 
to afford private medical care. 

Many of the families turn to various 
agencies at times of crisis to seek relief 
from a difficult situation through the local 
cumbersome commitment channels. 

The municipal health department is try- 
ing to develop a psychiatric consultation 
service which will approach recurring situ- 
ational problems on a public health basis, 
trying to help these various families find 
acceptable and reasonable solutions to their 
problems: assisting in prompt hospitaliza- 
tion, if needed; avoiding unnecessary hos- 
pitalization; helping to find untapped 
family strengths and community resources 
to improve the patient’s and the family’s 
lot. Thus our projected consultation serv- 
ice will be more like Dr. Querido’s program 
than either that of the Bronx Emergency 
Clinic or the Boston Home Treatment 
Service. 


1Dr. Perkins is now commissioner of mental health 
and director of the Community Mental Health 
Board, New York City. 
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These two experiences are heartening, 
however, and may provide some answers to 
the question of whether or not a high pro- 
portion of the cases responding to emerg: 
ency measures and home psychotherapy will 
“hold up.” 

Our question is related: Will home 
emergency consultation in the District of 
Columbia result in as highly gratifying and 
worthwhile an experience as that had in the 
Bronx Emergency Clinic? We feel the need 
for development of techniques to evaluate 
new services such as these. 

In order to adequately staff the home com 
sultation program, the health department 
has consulted with psychiatrists responsible 
for training in our area. We feel confident 
that this will be a valuable experience for 
all: trainee, teacher, and practitioner M | 
psychiatry. Most importantly, the interests 
of improved training opportunities and the 
need for a community service are bringing 
professional people together in an active 
participation in program planning. 


Arnold D. Schwartz, M.D., Chief, Mod 
Health Service, Department of Public 
Health, State of Califorma 


Emergency services have their focus i 
interest in crisis situations invol¥ite aa 
patient and his environment, crises vie 
as one study has shown, cannot con 
for more than four to six weeks withou 
successful or unsuccessful resolution. 

The concern is with the epipheno 
the precipitating situations superimpe jë 
on the mentally ill person; for he 
why is the patient who has been ica 
years needing hospitalization now? son 
in contrast to the usual psychiatric foci 
individual character structure, the dyn ; 
of the illness and individual treatmen ipto | 

How can we move one'step fur ajar 0 
the realm of prevention, sO fami 


mena, 
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public health? Can we get to the person 
before the intense stress has built up to 
the point of breakdown? Can we identify 
populations which have special risks of such 
breakdowns? Can we, then, with a mini- 
mum of time and personnel do a maximum 
job, perhaps working with parents, spouses, 
responsible children, ministers and others? 
Can we focus on environmental manipula- 
tions, external problems of an interpersonal 
nature rather than focus on intrapersonal 


| psychopathology, with the idea of affecting 


some change in individuals, reducing stress, 
promoting return to “pre-crisis levels of 
homeostasis? (5)” 

The clergy in one California county have 
recently asked if professionals in mental 
health can make telephone consultation 
time available to help them. They need 
to understand better particular cases which 
have come to them, to help them make ap- 
propriate referrals, or to help them “listen 
therapeutically” during the process of work- 
ing out solutions with their parishioners. 
What can we use of our clinical knowledge 
in trying to orient the many “nonprofes- 
sional mental healthists” who are dealing 
with crises all the time in our communities, 


in the middle of the night as well as in the 
daytime? 


Paul V. Lemkau, M.D., School of Hygiene 
and Public Health, Johns Hopkins Uni- 
versity, Baltimore, Md. 


These presentations bring up several in- 
teresting matters. First, with respect to the 
handling of the obsessive compulsive pa- 
ae I have been impressed with the fact 

at many people with obsessive compulsive 
structures seem to gain consider- 

elp with their personal problems 
Seg use of books and through con- 

with such nonmedical professional 
People as ministers. 
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In psychiatric practice, we see patients 
who are “locked in” their obsessive-com- 
pulsive defense patterns, who have been 
under states of anxiety and tension for so 
long that these patterns have become an 
absolute requirement in their psychological 
economy. 

Perhaps in the emergency clinic set-up, 
patients with obsessive compulsive defenses 
are seen who are early in this reaction 
pattern, in stages of reversibility, and can 
be prevented from falling into the fixed 
severe chronic stages with which we are 
familiar in the usual clinic setting. 

As more emergency clinic services are 
established, perhaps we can begin to do 
epidemiologic studies which will show us if 
there are these real differences in stages of 
obsessive compulsive reactions and whether 
we can actually prevent long-term illness 
by early and energetic treatment. 

A second extremely important point 
which I want to emphasize is the usefulness 
of these services in the maintenance of 
psychiatrically “maimed” persons in the 
community, people who, for instance, are 
withdrawn, chronically hallucinating, but 
who are not disturbing to the community. 

Dr. Querido has pointed out that it takes 
a remarkably small amount of professional 
time to maintain these patients and their 
families in situations in which the patient 
can even be socially productive. Care of 
mentally retarded and senile patients in 
the family settings becomes possible when 
the families know that they do not have to 
make an absolute choice between caring for 
the patient either in an institution or in 
the family. 

It has been shown that admission of 
senile patients rises in the spring, and this 
seems related to families preparing to go 
on vacations. The ordinary mental hos- 
pital, however, admits such a patient “for 
good,” rather than taking them only while 
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the family is on vacation. The implications 
of the one-way street to the mental hospital, 
with hospitalization being final, represents 
a community habit which can be altered 
through the flexible programming made 
possible by such emergency services. 

A final question is, of course, how large 
will these services have to become to meet 
the needs? In our Baltimore survey, we 
found a minimum of 10 per cent of the 
population seriously psychiatrically ill. 
Rennie and Leighton in their studies talk 
of 30 per cent who need psychiatric care. 
Only about 14 per cent of any population 
is reported “symptom free.” 

How do we interpret these findings? 
There certainly are many “uncomfortable” 
people. Is this the same as being “ill?” 
We cannot tell until we have many more 
programs which deal with emergency situa- 
tions. We can then begin to find out how 
much “discomfort” is interpreted as illness 
and brings some people to seek medical 
psychiatric care. 


Ilse V. Colett, M.D., Acting Director, Men- 
tal Hygiene Clinic, Fresno, Calif. 


We have found over the past several years 
that the public nurse not only knows many 
families with acute psychiatric difficulties, 
but can be the main person to make contact 
with the families and to help them work 
out solutions to their problems. 

Our public health nurses have been very 
enthusiastic in their psychological approach 
to the families and have learned to develop 
strong, positive, helpful relationships with 
these people. We have given them consul- 
tation and inservice training on both a 
group and individual basis, with regard to 
how to make adequate referrals and how to 
build relationships. These nurses are work- 

ing with people who are not well-motivated 
to utilize the usual clinics. 

The idea of working with psychiatric 
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cases on an emergency basis not only im 
volves casefinding and early utilization of 
psychiatric resources, but implies the need 
for education on a large scale to allied pro- 
fessional workers and the public at large. 
We are going to have a problem of selling 
this emergency idea to traditional clinic 
people. I am sure it is partly a problem 
of training our own people and overcoming 
administrative resistances. 


Mark G. Field, Ph.D., Research Sociologist, 
Joint Commission on Mental Illness and 
Health, Cambridge, Mass. 


From the point of view of the system of 
medical care implicit in emergency service, 
I am most impressed with the fact that the 
emergency clinics raise no barriers for the 
patient. They have ready access to pro 
fessional help, which apparently has the 
important by-product of reassuring the 
community. Perhaps communities will be 
better able to handle psychiatric casts 
locally rather than use the hospital. 

It seems extremely important that it may 
be more economical of personnel time and 
institutional money to see the patient a$ 
soon as the psychiatric emergency is defined. 
By immediate attention, we may avoid not 
only the wait and increased resistance to 
treatment for many illnesses, but also the 
many negative aspects of hospitalization, e 
separation from family, resistance on 
part of family and community to rn ; 
patient, the regression of the patient mm 
hospital setting, the resulting long x 
ultimately expensive state of chronic 9 
pitalization. 


Grete L. Bibring, M.D., Director, Pay 

Service, Beth Israel Hospital, Boston, eS 

and Clinical Professor of Psychiatry, 
vard Medical School 


These are very promising’ projects 
we have heard discussed this evening; 


which 


EEE EEO EE o_O —o—— ll 


Early treatment psychiatric services 


one feels encouraged by the concerted 
efort to find adequate solutions. 

A most important factor, which cannot 
be emphasized enough, is how can we 
train professional people better to succeed 
in their work with disturbed people? Whom 
should we train, and how should we train 
them? First of all we should consider 
people who are on the spot in the emer- 
gency situations. They include police, 
dergy, lawyers, social workers, teachers, 
physicians, psychiatrists, nurses and coun- 
selors. All of these have a claim on us to 
be trained, and trained to the point where 
they can then be teachers themselves. 

We know that there are many ways to 
do emergency therapy. The psychothera- 
pist vis-à-vis the distressed person stands 
for security. He stands for strength. By 
his kindness, he can alleviate the self-de- 
preciation of the patient. Through his un- 
derstanding the patient may regain secu- 
tity and contact with the world of reality. 
There are many ways to work with people 
in distress and we as therapists should 
Master these ways, be in command of them 
—not drift and flounder or rigidly adhere 
to a limited therapeutic principle. 

Ih our program at the Beth Israel Hos- 
Pital, we train psychiatric residents in psy- 
chotherapy. We also teach other physicians 
not only so that they understand the pos- 
sibilities of psychiatric psychotherapy for 
their medical and surgical cases, but mainly 
So that they can learn to apply the prin- 
Ciples and procedures of medical psycho- 
therapy (2). 

What we refer to as medical psycho- 
therapy consists mainly of two principles. 
ay the purposeful utilization of sugges- 
ton based on a transference relationship; 
on the patients’ readiness to rely on our 

Nowledge, ability and integrity and be 
guided by us. ° 
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Secondly, adjustive intervention or, as 
it was called originally, psychotherapeutic 
manipulation (1). In adjustive interven- 
tion, we try to find ways, with the help of 
the patient, within the existing framework 
of his conflicts and needs and within the 
framework of his system of defenses, for a 
more suitable adjustment to the immediate 
crisis situation brought about by the reali- 
ties of his illness and the concomitant in- 
terpersonal and emotional factors. 

We must offer teaching that provides a 
good understanding of psychodynamics and 
psychopathology in order that the therapist 
may be free and flexible in his approach 
to patients. We must train them in using 
the techniques of their specialty. 

Finally, they have to learn to gauge 
how far they might expect, and be ex- 
pected, to go in their psychological work 
with patients, and have to acquire a clear 
notion concerning the types of cases in 
which they must not become deeply in- 
volved and the types of problems for which 
they should use psychiatric consultation 
and referral (3). 
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Problems in administration and the 


establishment of community 


mental health services 


Before ascending to the level of concepts 
and paradoxes, it seems proper to set the 
stage by briefly describing Minnesota’s 
Community Mental Health Program at its 
present level of development. 

Based on model legislation passed in 
1957, actual services were inaugurated in 
July, 1958. In slightly less than three 
years it has been possible to establish ten 
new community mental health centers, 
expand three prior existing clinics, convert 
two former all-purpose state clinics to 
mental health centers, terminate one and 
reintegrate another with a specialized state 


Dr. Dérken was formerly director, Minnesota Com- 
munity Mental Health Services, Department of 
Public Welfare, St. Paul, Minn. 

He is currently deputy director, Liaison and Pre- 
vention, Department of Mental Hygiene, Sacra- 
mento, Calif. 

This article is based on a paper presented to the 
Minnesota Welfare Conference held in Minneapolis 
in March, 1961, and to the Community Organiza- 
tion Committee of the Southern Minnesota Chap- 
ter, National Association of Social Workers, held 
in Minneapolis in April, 1961. 
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hospital program (5,17). In order to ae 
complish this development to the level of 
15 centers, some 50 counties (of the 87) 
and three municipalities now participate 
directly in the support and administration 
of these centers, which make service 
directly available to 57.2 per cent of the 
state population. 

The state’s share of support nepa 
50 per cent, with 50¢ per capita limit; 5 
per cent or 75¢ in “distress” areas) for this 
program, during the 1959-61 biennium 
came to about three-quarters of a million 
dollars. However, the rapid acceleration 
of services and staffing led to such à steep 
gradient in financing that one and es 
third million dollars will be required n j 
coming biennium merely to cono i 
this development. This does not oe 
additional centers planned for 196 me 
(Final appropriation for 1961-63 
$1,400,000, an 80 per cent increase.) n 

Using the ratio of one professional Pe 
(psychiatrist, psychologist and social e i 
per 50,000 population base, demogr 3 Ti 
considerations leading to certain na 


(ordinarily 
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alliances among counties, and a measure (3) Financial support, Secure and stable 
of prior professional resources in urban local financing for at least two years is 
areas, it is possible to project a picture of a prior requirement of any state grant- 
statewide coverage by 26 mental health in-aid (18). Private support may be 
centers staffed by 44 professional teams at utilized—indeed is encouraged—in 
an approximate biennial state cost of two addition to public support and fee 
and one-half million dollars. revenue. Funds are allocated for a 
By July, 1962, and with vigorous recruit- variety of services without the rigidity 
ment, 16 centers had been established, of line item budgets. Once total 
staffed by 75 personnel: 19 psychiatrists, service and budget are approved, 
% psychologists (Ph.D.’s), 30 social workers state assistance is on a percentage 
(MS.W.’s) and 1 speech therapist (M.A.). basis (17). 
(4) Review and evaluation. Current ser- 
MENTAL HEALTH BOARDS vices and requirements are assessed, 
at least annually, and with considera- 
tion of need for additional services 
and facilities, including the promotion 
and development of related and 
needed mental health activities. Local 
goals must be in reasonable harmony 
with those at the state level. 


The mental health centers are neither a 
county nor a state agency, but because 
they are “creatures of statute,” they are, in 
Many respects, similar to municipal cor- 
porations. Their boards have certain very 
clearly designated responsibilities: 


(1) Representation. The members re- (5) Staffing. Highly skilled personnel 
present the parties providing local in the three major professions are re- 
support; they also represent nine areas cruited to carry out the program and 
of interest designated by law: the to assist the board. The open-ended, 
medical societies; hospital boards; complex and flexible nature of the 
local health departments; social wel- program calls for fully trained per- 
fare; lay mental health associations; sonnel in all disciplines and with ad- 
labor; business; civic groups; and the ministrative responsibility being de- 
general public. Education, law, local termined on a “best man” basis. The 
government and the clergy were not local mental health board, then, may 
Specifically included. select as program director the most 

(2) Local control. Typically, the board able full-time staff member, be he 
is the administrator of the program, psychiatrist, psychologist or social 
establishes its policy and is the re- worker (17). 
sponsible body which deals with the (6) Co-ordination. ‘Through promotion 
State and counties. The center owes and ‘arrangement of working agree- 
its existence, basically, to local initia- ments with social, judicial, educa- 
tive at the outset and to continuing tional and health and welfare agencies, 
public support. The state does not di- a network of services related to men- 
rect the local program but if the com- tal health in the community served 
munity wishes state grants, an accepta- is formed. Preventive programs, 
ble program must be developed. The particularly, should be in co-ordina- 
State relationship is that of consultant tion with existing agencies and profes- 
and partner, sions since they are already in contact 
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with a large proportion of those likely 
to need help and have served as the 
communities’ “gate keepers” (9). 


QUALITIES OF GOOD 
ADMINISTRATION 


Clearly, a heavy responsibility has been 
placed on local mental health boards. 
Sound administration will be necessary to 
insure success (6). What are its qualities? 


(1) Clear objectives. 
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It is a mistake to 
create services without knowledge of 
actual need or justification. New 
groups, not having sufficient purpose 
to gain support and foster indentifica- 
tion, are soon without vitality. Aug- 
mented services or autonomous opera- 
tions serving only a segment of the 
population, or developed as an ex- 
pediency, generally complicate and 
interfere with the development of a 
comprehensive program. Then, too, 
expectancies vary among communities. 


(2) Individuality. Each community poses 


different problems and has different 
resources. These essential differences 
should be reflected in program dif- 
ferences. At the professional level, 
preconceived and conforming patterns 
or roles may stifle professional growth, 
the full utilization of training, and 
the provision of service. Constructive 
use of personnel will lead to creativity 
and productivity, while a restrictive 
organization creates dependency. 
The intent, then, is a viable and 
open social system, perhaps akin to 
the Scanlon Plan, where the ideal 
pattern of organization is fairly loose 
control with greater dependency upon 
the active participation of personnel 
down the line and greater dependence 
on both technical and organizational 
innovation. Control is achieved 


(4) Significant appreciation. 


through feedback and adjustment in 
a cybernetics model where personnel 
will be most likely to do what you 
want them to do because they want 
to do it (3). 


(3) Restless change. The needs, resources 


and social groups in a society are in 
continuous change. This should be 
reflected in appropriate program 
changes or there will be the equivalent 
of a cultural lag. A restless leader 
ship, continually seeking and striving 
for new ideas, better services, and an 
improved utilization of resources, of 
fers the prospect of an exemplary 
program and change. ‘There isa 
tendency for clinical roles to become 
frozen; this cultural and professional 
expectancy leads to re-activity, in- 
hibiting growth and necessary change 
with time or community needs. Static 
patterns and narrow definition stifll 
creativity. A “growing edge” leads 
to program development. 
We must 
come to understand those problems 
facing us. Much lip service is give? 
to the need for a preventative ap 
proach to mental illness, for programs 
of public and professional edu 
for the concentrated development © 
additional resources; yet, when any 
community mental health center 18 
established, there is often a treme 
dous and overwhelming demand for 
clinical services, with the danger ye 
this may become an almost exclusi” 
concern. ; 
Those in distress often preci 
a “squeaky wheel” situation, E 
staff will explain that they must a 
top priority for treatment bea 
community pressure., Public he 
services basically are directed to 
community, not the individual, ^ 


pitate 
an 
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attempt to get at the source of prob- 
lems or discern them early enough 
that preventive measures may be un- 
dertaken (22). 

A broad comprehensive program 
(13) is maintained, not on skill alone, 
but on the basis of foresight, planning 
and courage on the part of both board 
and staff. The advantages of focusing 
attention on early casefinding, strong 
consultative services to other com- 
munity agencies and professions, on 
inservice training programs and the 
fostering of public awareness and 
participation, are not easily appre- 
ciated. 

Also, personnel are trained and 
experienced largely as clinicians and 
hence are prone to allow community 
pressures for clinical service to reduce 
other primary activities to an un- 
fortunate minimum (23). 


5) Integration. While there is wide 


local variance, to be sure, communities 
of any size have a complex jumble of 
agencies and professions whose serv- 
ices bear relation to mental health. 
The extent to which people experi- 
encing mental anguish turn to their 
clergymen, family doctors and others, 
and are seldom referred on (9), is clear 
indication that sizeable mental health 
problems exist and that they are 
handled by already established com- 
munity resources. 

This reinforces the need for co- 
ordination if effective use is to be 
made, at the local level, of mental 
health services. A community plan- 
ning body, or professional advisory 
committee, could facilitate, not only 
the co-ordination of existing services, 
but the development of future re- 
Sources. The goal would be a co- 
ordinated, comprehensive network of 
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mental health services at the com- 
munity level. 

6) Timing. Politics has been described 
as the art of the possible. Success is 
dependent not merely on need or 
quality of available service, but on 
community and professional pre- 
paredness. Appraisal and co-ordina- 
tion must be such that new develop- 
ments are introduced into a climate 
and at a time that is favorable to 
them. 

(7) Adequate resources. The staff and 
board have the skills necessary for the 
services they are to provide. Equip- 
ment and facilities must be available, 
sufficient, and appropriate to the tasks 
at hand. Financial and public sup- 
port must be available in amounts 
and of a nature that will provide a 
stable base for program planning and 
recruitment. Insufficient staff or fa- 
cilities result in qualitative as well 
as quantitative program curtailment. 

(8) Integrity. The personal integrity of 
board and staff members must be of 
a high order and must be such as to 
engender confidence, respect, support 
and co-ordination. Questionable in- 

s tegrity will quickly jeopardize public 
support, professional co-operation, 
financial backing, and the utilization 
of service. 

(9) Excellence. The task is to create a 
climate in which each staff member is 
free enough and challenged enough 
to precipitate himself constantly into 
just manageable difficulty; an expec- 
tancy of excellence leads to its pur- 
suit (10). 


FEATURES OF DECENTRALIZED 
ADMINISTRATION 


There are, to be sure, advantages and dis- 
advantages in both centralized and de- 
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centralized services (19). In the belief that 
services belong where the problems are— 
with the community—a decentralized pro- 
gram seems more appropriate. Such an ad- 
ministrative arrangement has definite char- 
acteristics: 


(1) Generalization is frequently required 
on the part of professional personnel 
and this may be one factor accounting 
for the less strict division of roles 
and responsibilities among professions 
in this type of program (22). The 
diversity of local demands and prob- 
lems underscores ability and accom- 
plishment more than professional 
background. 

(2) Complexity. There will be less 
uniformity and greater development 
of special interests with a consequent 
greater complexity at the local level, 
in turn requiring more highly trained 
central office personnel. 

(3) Local pride of ownership stimulates 
more support, and there is less likeli- 
hood of resentment from outside inter- 
ference. The identification stemming 
from direct community involvement 
tends to erode local prejudice and 
creates support in depth. 

(4) Social empathy or closer acquaint- 
ance with the community, enabling 
progressively more relevant service. 
Programs developed elsewhere or pre- 
conceived at state level, no matter how 
fine, lack the fit and detail of a tailor- 
made service. 

(5) Flexibility. New local problems or 
needs may be adjusted to and met 
more promptly and at a time and a 
pace in keeping with community pre- 
paredness. 

(6) Professional growth and maximum 
achievement are encouraged by dele- 

gation of responsibility. In fact, the 
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opportunity inherent in a diversified 
program for utilization of training 
and skills not only precipitates 
growth; it also facilitates recruitment 
and encourages tenure. 

(7) Cost per staff member may seem 
higher; decentralization requires a 
greater number of costly, well-trained 
personnel since more responsibility 
is delegated. Turnover is generally 
less, however, and the effective pro 
ductivity of smaller quality units is 
higher. 

Further, a larger proportion of 
cost is kept for personnel (who do the 
work) rather than being tied up in 
equipment and capital expenditures 
In the Minnesota program, salaries 
are typically 80-85 per cent of budget. 
In reporting cost we are prone to 
quote total annual budget figures 
(about $110,000 is the complete cost 
of a “double team” program) 0r 
compute the cost per professional 
manhour (the average for all 14 cen 
ters in 1960-61 was $9.77), when, m 
some instances, the cost per capita 0 
the community served (about $85) 
would be the more useful and relevant 
calculation. a 

(8) Greater volume and better quality 
of work, as there is less unproductive 
effort, time, expense, and travel than 
in provision of service through š 
centralized program. Popul x 
sity is a key factor, but regional ps 
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ning enables service to develop Pl 
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structure and in relation t 
elated p! 


transportation areas and r: 
fessional services. š 
3 ; time 
(9) Central planning. There will r 
for, and exercise of, increas o 
sponsibility and authority for Caio | 
policy and administrative de 


allel to the existing commun! x 


by even a small state staff as decen- 
tralized local personnel become more 
competent in assuring effective serv- 
ices. 


PARADOXES IN COMMUNITY 
MENTAL HEALTH 


There are many obvious difficulties in 
establishing mental health services, but the 
underlying problems are not so readily 
appreciated. 


(1) Size. As organizations grow, they 
change theirshape. With any increase 
in mass, volume is cubed, but the sur- 
face is squared. Parkinson’s “laws” 
bear on this point. We have come to 
realize that our mental hospitals are 
all too often far too large—the indi- 
vidual patient fading into insignifi- 
cance. The lesson for future com- 
munity mental health planning is 
that small centers, well-disbursed, 
will render better service—a serv- 
ice more dependent on individual 
skill than on organizational size or 
structure, 

(2) Location. Service, to be provided, 
must be available. Logical planning 
would fix location at the hub of the 
area’s professional and medical com- 
munity and at the center of trade 
and transportation. Such logical 
planning for society (sociological) 
may be set aside by local prejudice, 
political considerations and Chamber 
of Commerce activity. Witness state 
hospital programs—the majority of 
state hospitals in the nation being 
located in towns of under 10,000 
population, in the shadow of isola- 
tion, with resultant removal from 
the sphere of related services needed 
for comprehensive programming. 

(3) Resistance. We are prepared for and 
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expect this in a patient, yet we often 
fail to appreciate this factor in a 
community. Professional skill and 
dedication are easily stifled without 
public support. Uninformed com- 
munity expectancies may be at odds 
with program intentions. 

Social forces. We are overly prone 
to consider the degree of illness as 
the prime factor leading to hospitali- 
zation or treatment when, in many 
instances, the degree of community 
tolerance will provide the basic 
impetus to seek professional assist- 
ance. There is a distinct relation- 
ship between social conditions and 
mental disorder—more significantly, 
between social conditions and the 
ways in which mental disorder is 
dealt with by the community (5). 
Mental illness, in social terms, is be- 
havior deviant from the norm. The 
expectations of the particular society 
and the context of the actions are 
factors bearing heavily on local at- 
titude and determination. 


(5) Status. Professional pride, arrogance 


on the part of personnel, or an 
overconcern with authority on the 
part of a board, foils collaboration 
with others and blinds us to an ap- 
preciation of their strengths, weak- 
nesses or potential services. Particu- 
lar abilities and talents do not neces- 
sarily follow professional stereotypes 
in a hierarchical fashion, nor defini- 
tion of function by profession. 


(6) Individuality. The desire to emulate 


the services of another community or 
to meet standards prescribed else- 
where can lead to developments 
which fail to take account of unique 
local features. 


(7) Expertness. Some professionals will 


act like Messiahs, yet cautiously state 
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(8) Rivalry. 


(10) 


that they do not have the answers. 
A measure of consistency and hu- 
mility might be better appreciated 
and understood. Also, overextended 
claims at the time of program de- 
velopment may well prove awkward 
later, especially when no provision is 
made for demonstration of results. 

Partial incorporation of 
services by rival agencies tends to 
strangle growth, because such com- 
petition reduces co-operation. A re- 
latively small number of families and 
individuals keep producing the bulk 
of agency activity. This activity by 
many agencies with the same family 
creates the impression of vast num- 
bers when actually it is a symptom 
of unco-ordinated activity, often with 
different facets of the same case 
problem (8). Integration or co- 
ordination at the community level 
is needed, not rivalry or competition. 
Unilateral attitude. The mental 
health center is designed to act as 
a major resource and hub of mental 
health activities in each community. 
Yet there is often a lack of inter- 
change, for staff may expect the 
public to come to them rather than 
showing some initiative in providing 
service for the community. The 
sanctity of the couch or office has 
become the clinician’s equivalent of 
the academician’s ivory tower. A 
more appropriate exchange would 
place centers in the role of change- 
agents in society and would bring the 
larger social picture and problems 
into focus. 

Epidemiology. A sacred cow, per- 
haps—usually shunned by the clini- 
cian. Yet, without proper survey and 
data, we do not know the actual 
problems requiring attention, nor 


do we know where or whether we 
need a center. Certainly, in terms 
of service, it is not another “industry” 
to be attracted to town. Related 
is the need for continuous program 
analysis—essentially, stock taking; 
not only of the mental health sere 
ices but of the major social economic 
and demographic community data, 
since this is in constant change (the 
urban population drift being merely 
one factor). 

Many agencies in each community 
have mental health data and inform 
ation which all too often sit await 
ing assembly—in the courts, schools, 
highway and welfare departments 
But the use of prevalence statistic 
(the number of active cases) is not 
the appropriate basis for making 
probability statements for which 
incidence rates (the number of new 
cases during a specified interval) are 
essential, though seldom obtained 


(11). 


(11) Prevention. Mental health services 


are developed in response to a n 
for such service and with the hop 
that they will help to control the 
problem and have a preventive im 
pact. But this service development 
is open-ended; a progressively In 
creasing amount of service 15 ee 
vided yet responsibility for its © 
fectiveness is basically evaded. 

Service does not, by itself, lead 7 
prevention or establish control 
is usually without focus and giaa 
and without responsibility for 
sults (4). Specifically, what ar q 
problems and their proportions: ff 
how is this situation modified, be 
trolled or improved? A statem 
of activities is not synonymous 
accountability. 


ant may have greater opportunity to 
recommend changes than does a staff 
member, for his advice is more often 
sought; he comes in from the outside 
and is not part of the unit. Such 
considerations frequently are not 
seen by the board as the proper con- 
cern of staff members, even though 
they may be hiring well-qualified 
staff in an effort to develop and 
extend service. 

Key figures. In seeking public sup- 
port, we usually turn to top citizens, 
yet they are not always the ones 
vitally interested, willing or qualified 
to serve. What is essential is that 
programming be consistent with the 
reality of the local power structure. 
Furthermore, communities are quite 
individualistic in the way they as- 
sign power to certain individuals (7). 


there is no consistent relationship 
between satisfaction and produc- 
tivity. Highly productive groups 
are not always the happiest. Pro- 
ductivity seems to bear a closer re- 
lation to degree of autonomy and 
delegation of authority—assuming 
proper training or competence (3). 


(15) Research. The unknowns in com- 


(12) Consultation. The outside consult- 
(13) 
(14) Satisfaction. Most studies show that 


munity mental health vastly exceed 
knowledge, yet few such programs 
even consider research, let alone 
undertake it. The efficacy of various 
forms of psychological treatment has 
yet to be demonstrated in a way 
that satisfies the customary require- 
Ments of scientific evidence. 

Perhaps it is asking a great deal of 
any therapists to co-operate in try- 
ing to find out whether they may be 
deceiving’ themselves as to the use- 
fulness of their life’s work (14). Then, 
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too, the effects on mental health of 
adverse social conditions have rarely 
been studied—though spoken of of 
ten enough. Finally, the everyday 
operations and concerns of com- 
munity services are rife with intrigu- 
ing and very practical research prob- 
lems. 


(16) Personnel. Even before it was so 


clearly documented by Albee (1), 
the severe professional shortages in 
the mental health field were widely 
known. Universities, hospitals, even 
private practice, suffered the in- 
adequacies of manpower, and to 
compound the problem, the develop- 
ment of a broad range of community 
mental health services is in process. 

In the face of the magnitude of this 
dilemma it is preposterous that state 
mental health programs do so little 
to faciliate and encourage profes- 
sional training. A modest “inden- 
ture-stipend” program only scratches 
the surface. What attempt is made 
to reach the undergraduate, let alone 
those in high school, to heighten 
potential interest? Which states have 
well developed training programs in 
co-ordination with local and nearby 
university training centers in even 
the main mental health professions? 
And these “new” community services 
— from which we expect so much— 
when will they assume an active 
training role in support of their 
future expansion? Are we too busy 
with the difficulties of personal short- 
ages to take measures to solve the 
problem? 

A frequent stop-gap is the “hand- 
over-hand” competition for person- 
nel with the other mental health 
services. Even this expedient, which 
only shifts the storage, fails be- 
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cause there is failure to appreciate 
that the competition for such man- 
power is basically not with other 
state programs; rather, it is with 
industry and private practice. Some 
services, despite the noise from 
wheel-spinning, have not yet really 
answered the prime question: Do 
they really want well-qualified psy- 
chiatrists, psychologists and social 
workers—and all that this implies? 


(17) Psychotherapy. Despite the high 


fashion and great investment of time, 
over years, in long-term, intensive, 
dynamic psychotherapy, there is no 
evidence that it is superior to less 
rigorous methods. In fact, it would 
seem that methodology is being pre- 
served for its own sake (2), More- 
over, staff biases may lead to a skewed 
pattern of service not particularly 
related to community need or even 
to age distribution of the popula- 
tion (22). 


CENTER-HOSPITAL RELATIONSHIP 


Considerable attention is paid to the co- 
ordination between mental health centers 
and state hospitals (15), particularly in re- 
gard to aftercare. In some states this may be 
their major function. By contrast, it is 
seldom thought that centers may be deal- 
ing with essentially different segments of 
the population. 


(1) Minor overlap. In Minnesota, only 
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six to eight per cent of center admis- 
sions are referrals from state hos- 
pitals, while conversely, termination 
by referral to hospital varies from 
seven to ten per cent of cases closed. 
The trend, if any, is for centers to 
refer progressively fewer patients to 
state hospitals. Our recent statistics, 
then, would indicate that the centers 


(3) Clinical consultation. Whereas the 


(4) Clinical services. 


deal with a population largely dif 
ferent from that of the mental hos 
pitals and that they are reaching a 
large segment of the community 
having emotional, mental and social 
disorders, and, it may be assumed, 
not previously reached. 


(2) Backlog. Each community has its 


backlog of cases with protracted 
mental disorder. Once this back 
log has been worked through at the 
case level by effective management, 
treatment, placement or referral, the 
center begins to deal with the 
natural base rate or incidence of 
mental disorder in the community, 
rather than its prevalence (incidence 
plus duration). 


proportion of direct referrals from 
hospitals is small, the number of im 
direct contracts is increasing. Pro 
gressive emphasis on clinical con ` 
sulation with physicians, welfare and x 
probation officers, the clergy and 
others, enables the center to be of 
assistance to as many as four times 
the number of patients in one-fourth 
the time. 

This is discreet and effective us48% 
since frequent direct referral by 7 
hospital would quickly overload 
center and impair its ability to pro 
vide a wide range of services. Mote 
over, the extent of the need for ment ; 
health services makes it both pruden 
and essential that the full range ° 
relevant community resources 
utilized (15). 


The progress 
ç ices not 
emphasis on community services 
withstanding, there has been . 
rise in the diagnostic and trea 
services provided by tHe centers: 4; 


te 
number of new cases accep 


ment 
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1959-60 was more than double the 
pace of the previous year (16), while 
1960-61 showed a 64 per cent gain 
over 1959-60 with but one new center 
and a 25 per cent increase in staff. 
The total of new admissions (about 
52,000 per year) is now substantially 
above the total to all state hospitals 
(about 4,000—7 hospitals, 9,600 beds.) 
This is, roughly, an average rate of 
30 new admissions per center per 
month, carried by a total of only 43 
professional staff (at this time) at 14 
centers, devoting only an average of 
48 per cent of professional time to 
clinical services. 

(5) Hospital admissions. The total admis- 
sion rate to Minnesota state hospitals 
has increased somewhat (8 per cent) 
over the last five years. The first 
admission rate, however, has been 
dropping—both the proportion of 
first to total admissions (64 per cent 
to 56 per cent), and the absolute 
number of first admissions. While 
certainly not dramatic, this differ- 
ence is statistically very significant 
(p 01). However, the unstable pat- 
tern of first admissions among Cer- 
tain ages—notably over age 64— 
tenders interpretation somewhat 
obscure. In addition to the de- 
velopment of mental health centers, 
there has been some increase in utili- 
zation of nursing home and general 
hospital services. 


PUBLIC HEALTH 
CONCERN 


‘ om the philosophy of consideration 
e e welfare of the individual client, 
3 Interests of the community at large 
Wve as the basis of program development. 
Four levels of public health concern 
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are frequently delineated (20). They are 
accumulative and on moving to higher 
levels of service, the concerns at the lower, 
levels are not dropped. 


(1) Mortality. Generally, insofar as 
mental illness is concerned, we have 
been successful at this level. Medical 
science has made possible the con- 
servation of life. (The continuation 
of this success, at all age ranges, will 
lead to some knotty ethical and social 
problems which must soon be faced 
and solved.) 

(2) Serious morbidity. Here the at- 
tempt is to prevent, control and 
treat diseases and conditions that 
disable or produce chronic illness. 
This is the realm, largely, of the 
major psychotic disorders and, in 
practice, generally the concern of 
the mental hospitals, with focus 
limited to treatment activation and 
now, less commonly, custody. 

(3) Minor morbidity. At this third 
level there is emphasis on the prob- 
lems of adjustment that cause in- 
convenience and economic loss, states 
of personal tension and impairment 
of social relations. The mental 
hygiene clinic and psychiatrists and 
others in private practice have en- 
joyed some success in management 
of the neuroses and equivalent dis- 
orders. 

(4) Positive health. Most mental health 
programs are focused at the second 
and third levels—alas, all too often 
at the second. The current concepts 
of positive mental health, as outlined 
by Jahoda (12), point to the very 
real need to focus attention on high- 
level, positive mental health. 

Here the effort would be to help 
all people toward obtaining a full 
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sense of physical vigor and mental 
well-being, maintenance of a con- 
structive and wholesome relation with 
others in an environment that pro- 
motes longevity happiness, produc- 
tivity, and effectiveness. Here, then, 
is the ultimate goal and one, I might 
add, with which we are dealing in 
Minnesota’s Community Mental 
Health Program—the conservation, 
development and full utilization of 
human resources. 


SUMMARY 


Based on experience in the Minnesota Com- 
munity Mental Health Program, there 
follows, after a brief outline of develop- 
ment, a description of the functions of the 
mental health board, the characteristics of 
good administration and a decentralized 
service. The paradoxes on establishing 
community mental health services are then 
reviewed; also the center-hospital relation- 
ships, with high-level positive mental 
health the goal. 
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The distribution of mental disease 
according to religious affiliation 


in New York State, 1949-195! 


There are types of behavior associated with 
religious beliefs and practices that are 
recognized as falling within the scope of 
abnormality. 

Delusions and hallucinations related to 
religious symbolisms are not uncommon. 
Mass psychopathy resulting from extreme 
practices, such as that associated with belief 
in possession, has affected untold numbers. 
Mass suggestion may bring waves of psy- 
choneuroses, such as the dance manias of 
the Middle Ages. The most striking cases 
are the great mystics; there is still disagree- 
ment as to whether or not they belong 
within the normal range of mental health. 

It is clearly possible to find individuals 
whose abnormalities of conduct may be 
ascribed to, or at least associated with, 
extreme expressions of religious beliefs, 
practices and rituals. Which is cause and 


Dr. Malzberg is principal research scientist for the 
Research Foundation for Mental Hygiene, Inc., 
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This investigation was supported by a research 
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which is effect cannot always be determinel 
Neither can one generalize from such data 
so as to conclude that there is a necesar] 
relation between the extremes of religiow® 
behavior and degrees of mental abnor 
mality. i 
The question may be made clearer if 
express it in statistical language. 
that a population were classifie 
ance with a scale showing degrees of 
ligious devotion. Would the incidence 
prevalence of mental disease vary in cO 
tion with a distribution derived from s 
scale? CAA 
Insofar as religion reduces worries 7 
tensions, it may be a factor in the ™ É 
tenance of mental health. And “a 
some evidence that people who a 
church regularly feel less distresse 
those who attend infrequently (B). oni 
such a broad description does not l 
a necessary basis for discussing t 
quency of mental disease. podia d 
Obviously, there are no large op 
graded data obtained from large id at 
tions which can answer this Ree a 
present. Small sample population 


uch 


not suffice because they could not lead to 
significant rates. We are therefore re- 
stricted to data which can throw only in- 
direct light upon the relation of religion 
to mental disease. 

We may consider formal religious affilia- 
tion as expressed by membership in church 
bodies, or by other expressions of preference 
for such relation. 

If, therefore, we had a classification of 
x the general population in terms of formal 


Teligious afhliation, we could compare such 
a distribution with corresponding first ad- 
missions to hospitals for mental disease. 
Such statistics, with respect to the general 
population, are usually prepared by organ- 
ized churches, which list their memberships. 
This gives no clew to the number who are 

_ hot active members, who do not affiliate 
but who consider themselves, nevertheless, 
Members of such church bodies. 

The decennial census of population does 
not provide data with respect to religious 
affiliations. In March, 1957, however, the 
Bureau of the Census carried out a sample 
porey in which voluntary answers were 
obtained from the civilian population, aged 
14 years and over, to the question “What is 
Your religion”? (1). 

lt was estimated on the basis of the 
‘ample that two-thirds of those aged 14 and 
Over were Protestants, a fourth were Roman 
Catholics, and 3 per cent were Jewish. The 
distribution varied throughout the country. 

Yotestants were less numerous in the 
northeastern states, their percentage drop- 
Ping to 42, Roman Catholics increased to 

Per cent of the total, and Jews increased 


to ee n 
: 85 Per cent. Similar data are not given 
Ot individual states, 


: b Hn theory, it is possible to use the distri- 
f of the population according to 


eligious affiliation as the base for the 


el i 1 y . - 
termination of rates of first admissions. 


Distribution 


TABLE 1 
o all hospitals for mental disease in New York State, 1949-1951, classified 


according to religious affiliation and environment 


White first admissions t 
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Unfortunately, enumerations of first ad- 
missions with respect to religious affiliation 
are not sufficiently complete to permit 
computation of reasonably accurate rates 
for the United States. It is therefore 
necessary to limit such an investigation to 
a single state. The succeeding analysis 
will therefore be limited to New York State. 

However, there are no official data giving 
the distribution of the population of New 
York State according to religious affiliation. 
A rough approximation to such relative 
distribution of the whole population may 
be made by considering the religious 
affiliations attributed to white first ad- 
missions to all hospitals for mental disease 
in New York State. There were 51,337 
such first admissions from October 1, 1948, 
to September 30, 1951, of whom 24,422, or 
47.6 per cent, were Roman Catholic. 
Protestant denominations included 17,373, 
or 33.8 per cent. Jews totaled 8,123, or 15.8 
per cent. All others, including unascer- 
tained, totaled 1,419, or 2.8 per cent. A 
rough approximation to the general pop- 
ulation would therefore imply that half 
the population of New York State was 
Roman Catholic, a third was Protestant, 
and a sixth was Jewish. 

The distribution differs significantly as 
between New York City and the remainder 
of the state. First admissions from New 
York City were distributed as follows: 
Roman Catholic, 51.3 per cent; Protestant, 
20.0 per cent; Jewish, 25.4 per cent. In the 
remainder of the state first admissions were 
distributed as follows: Roman Catholic, 
42.8 per cent; Protestant, 51.2 per cent; 
Jews, 3.8 per cent. 

It is evident, therefore, that Protestant 
first admissions (and Protestants in general) 
resided largely outside of New York City, 
whereas Jews were concentrated heavily 
in that city. Of the Protestant first ad- 
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missions, a third were from New York City, 
and two-thirds were from the remainder 
of the state. Of the Jews, 90 per cent were 
from New York City, and only 10 per cent 
from the remainder of the state. It is 
probable that of the latter, a majority were 
from counties contiguous to the metropolis. 
Of the Roman Catholics, 60 per cent were 
from New York City, and 40 per cent were 
from the remainder of the state. 

Jewish first admissions were almost com- 
pletely from urban areas; only 1.6 per cent 
were from a rural environment. Roman 
Catholics were also heavily urban, only 88 
per cent being of rural origin. Of the 
Protestants, 76.5. per cent were urban, and 
23.5 per cent were rural in origin. 

White first admissions to all hospitals for 
mental disease in New York State during 
1949-1951 are classified in Table 2 accord- 
ing to mental disorders. 

Of the 17,373 white Protestant first ad- 
missions, 4,005, or 23.1 per cent, were 
psychoses with cerebral arteriosclerosis, and 
3,197, or 18.4 per cent, were senile psychoses. 
Together, they included 41.5 pet cent of 
Protestant first admissions, compared with 
38.3 per cent among total white first ad 
missions. Dementia praecox, included 
3,930 cases, or 22.6 per cent of the total, 
compared with 26.9 per cent for all white 
first admissions. Me 

Roman Catholics had a different distr: 
bution. Alcoholic psychoses represent 
7.3 per cent of all such first admission 
compared with 5.3 per cent among all wht 
first admissions. Psychoses with cerebr 
arteriosclerosis and senile psychos m 


f f the total, 
gether included 30 per cent O for Prote 


compared with 41.5 per cent 4 pt 


tants. Dementia praecox included 

cent of the total. both 
Jewish first admissions differed from 

Protestants and Roman Catholics Ni 


TABLE 2 


White first admissions to all hospitals for mental disease in New York State 


, 1949-1951, classified 


according to religious affiliation and mental disorders 
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spect to the distribution of mental dis- 
orders. There were only 27 first admissions 
with alcoholic psychoses, or 0.3 per cent of 
total Jewish first admissions, compared with 
4.9 and 7.3 per cent for Protestants and 
Roman Catholics, respectively. The pro- 
portionate distribution of the psychoses of 
advanced age was less for Jews than for the 
other religious groups. However, the rela- 
tive proportions of the functional disorders 
were higher for Jews. 

Proportionate differences in the distri- 
bution of mental disorders are not equiva- 
lent to differences in the incidence of such 
disorders. The latter is obtained from the 
ratio of admissions to the total population, 
and is usually expressed as an annual rate 
of first admissions per 100,000 population. 
Since the basic populations are not avail- 
able for the several religious denominations 
in New York State, it is not possible to com- 
pute corresponding rates of first admissions 
for the State. i 

Such a comparison is possible, however, 
for New York City. In 1952, the Health 
Insurance Plan (H.I.P.) made an area prob- 
ability survey of the population of New 
York City, and included 13,558 persons in 
4,190 households (3). When the sample 
was compared with the 1950 census of pop- 
ulation for New York City, satisfactory 
agreement was found in the relative dis- 
tributions of common items. It was there- 
fore concluded that the sample also gave a 
satisfactory distribution with respect to 
religious affiliation. 

On this basis, it was found that 51.5 per 
cent of the white population of New York 
City was Roman Catholic; 16.0 was Pro- 
testant; 29.7 per cent was Jewish; and 2.8 
per cent belonged to other religious groups 
or were not reported. 

We showed previously that the first ad- 
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TABLE 3 


White population of New York City, April 1, 1950, classified 
according to age and religious affiliation 


Protestant Roman Catholic Jewish 

ee —  — 

Age (years) Number Per cent Number Per cent Number Percent 
252,776 22.2 1,004,201 21.4 486,050 23.0 
422,432 37.1 1,663,895 45.4 857,983 40.6 
316,539 27.8 711,004 19: 526,202 24.9 
65 and over ....-..+-++ 105,893 9.3 216,233 5.9 160,608 7.6 
Unascertained ......... 40,991 3.6 69,634 1.9 82,740 3.9 
Total ............. 1,138,631 100.0 3,664,967 100.0 2,113,583 100.0 


missions from New York City were distrib- their expectations, especially so in the as 
uted as follows: Roman Catholic, 51.3 per of Jews. 

cent; Protestant, 20.0 per cent; Jewish, 25.4 According to the census of April 1, 1950, 
per cent. It therefore follows that Protes- the white population of New York City 
tants had a higher proportion among first totaled 7,116,441 (2). Distributing this total 
admissions than expected on the basis of in accordance with the relative proportions 
their proportion in the general population. shown in the sample study, we estimate the 
Roman Catholics and Jews were below religious affiliation of the general while 


TABLE 4 


White first admissions from New York City, to all hospitals 
for mental disease in New York State, 1949-1951, classified 
according to religious affiliation and mental disorders 


Protestant Roman Catholic Jewish 

Average Average Aces 

Per annual rate Per annual rate Per er 

General paresis yA iene FS or | Fama 1.9 3 04 ue | 
Alcoholic 356 6.2 10.4 1066 7.3 9.7 n 
With cerebral ' 
arteriosclerosis 22.0 36.7 2718 18.5 94.7 1,186 16.4 wi 
PEE Eier : 21.5 36.0 1872 12.8 17.0 772 106 mo 
Involutional ......... 8.9 14.6 1368 9.3 12.4 1,050 14.5 
Manic-depressive .... 8.3 5.5 445 3.0 4.0 B60 atau 355 
Dementia praecox ... 1423 24.9 41.7 4,581 30.9 41.2 9,252 31.0 Wt 
Psychoneuroses ...... 18 3.2 5.4 6432 1474 5.8 740 10.2 10.1 


Oa sn iya, 499. 8.7 14.6 1,802 12.3 16.4 639 8.8 
44 


S ka tis 14654 100.0 133.2 
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TABLE 5 


White first admissions from New York City, to all hospitals 
for mental disease in New York State, 1949-1951, classified 
according to religious affiliation and age 


Protestant 


Average 
Per annual rate 


Age (years) Number cent per 100,000 


tant, 1,138,631; Jewish, 2,113,583; other, 
199,260. 

On this basis, Protestants had an average 
annual rate of 167.1 per 100,000 popula- 
tion, compared with 133.2 for Roman Cath- 
olics and 114.4 for Jews. 

Rates of first admissions vary with age. 


Roman Catholic Jewish 


Average 
Per annual rate 
Number cent per 100,000 


Average 
Per annual rate 
Number cent per 100,000 


14,654 100.0 133.2 


They are at a minimum below age 15, and 
increase to a maximum at advanced age. 
Thus, the preceding crude rates are de- 
pendent in large part upon the age dis- 
tributions of the several religious groups. 
The differences occur principally at ages 
15 to 44 and ages 65 and over. Of the Prot- 
estants, 37.1 per cent were aged 15 to 44, 
compared with 45.4 per cent of Roman 


TABLE 6 


White first admissions 


with general paresis from New York City, 


to all hospitals for mental disease in New York State, 


[ 

ow Beas eit AN 62 1.1 8.2 

So T Pass 1,626 28.4 128.3 
.. 1,604 28.1 168.9 

ee over ... .. 2,413 42.8 759.6 

Unascertained ....... 3 0.1 Ë 
a 

1S Se 5,708 100.0 167.1 

_ Rie SS —— — 

* Less than 0.05. 

population of New York City in 1950 as 

E Roman Catholic, 3,664,967; Protes- 


1949-1951, classified according to religious 
affiliation and age 
Protestant Roman Catholic Jewish 
a Si ee 
Average Average Average 
Per annual rate Per annual rate Per annual rate 
Age (years) Number cent per 100,000 Number cent per 100,000 Number cent per 100,000 
he AE x Si a T # £: a 3 H 
enai taei 18; 25.4 1.4 49 1926) 759) 0:8 2 6.4 0.1 
Conon s s aaa 39 54.9 4.1 144 67.3 6.8 18 58.1 paf, 
i; over ......, u 19.7 4.4 98 13.1 4.3 tl. © Bib V 9.8 
co Me AOS Pea ea ed se us: 
otal nih acca s. fe 3001686021 914 100.0 359. $1 100.0 0.4 
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TABLE 7 


White first admissions with alcoholic psychoses from New York City, 
to all hospitals for mental disease in New York State, 1949-1951, 
classified according to religious affiliation and age 


Protestant Roman Catholic Jewish 
Average Average Av 
Per annualrate Per annual rate Per anaua 
Number cent per 100,000 Number cent per 100,000 Number cent per 

2 2.8 73 287 26.9 5.7 2 s0 @1 
2 1 3. 60 61.9 30.9 17 60 Ti 
4 12.1 13.5 19 I.2 18.3 6 N0 HR 
36 10.0 10.4 1066 100.0 9.7 25 1000 «Of 


Catholics and 40.6 per cent of Jews. On at ages 45 and over tends to raise their a 
the other hand, 27.8 per cent of Protestants rate. Hence, it is necessary to © 
were aged 45 to 64, compared with 194 corresponding age-specific rates. We 
per cent of Roman Catholics and 24.9 per that Protestants had higher rates t 
cent of Jews. The corresponding percent- Roman Catholics in three of the four 
ages at age 65 and over were 9.3, 5.9 and groups, and that they had higher rates ® 
7.6, respectively. Jews in all age groups. Catholics, in t 
The heavier weighting of the Protestants had higher rates than Jews in two of ù 


TABLE 8 


White first admissions with psychoses with cerebral arterioscleros 
from New York City, to all hospitals for mental disease in 
New York State, 1949-1951, classified according to 
religious affiliation and age 


Protestant Roman Catholic Jewish 
Average Average = ! 

Per annual rate Per annual rate Per 

Age (years) Number cent per 100,000 Number cent per 100,000 Number cent pef 

Under 15 .........-- 3 $ — ae 
TAA T ENTOTE ac so 48 4 0.1 0.1 1 0.1 Po 
E es e 221 17.6 28.2 687 25.3 32.2 284 25.9 ae 
65 and over ......... 1032 82.4 324.9 2,020 74.5 311.4 901 76.0 © 
Unascertained ....... -. -. K 2 0.1 Gi : a _ 
H 
TOE Sius <= 1,253 100.0 36.7 2713 100.0 24.7 1,186 100-0 Z 
* Less than 0.05 ; 
EY. 


ý d 


í 

w. lis, therefore, highly probable 
# had the lowest average annual 
and that Protestants had the 
Catholics had an intermediate 


, General Paresis 


e 5,708 Protestant first admissions, 
i d as general paresis, giving 
annual rate of 2.1 per 100,000, 
‘Catholics had a corresponding rate 
| The lowest rate, 0.4, occurred 


Protestant 


Average 
Per annual rate 


. 31 2.5 8.5 
wes 1194 97.4 3875.9 
sese. 1 0.1 


1226 100.0 36.0 


The latter had lower age 
than either Protestants or 
ics, Catholics, in turn, had 
ates than Protestants at ages 15 to 44 
and over, but the differences are 
nd probably not significant. 


Catho 


Alcoholic Psychoses 


fants had an average annual rate 
100,000 with alcoholic psychoses. 
y higher than the rate of 
00 for Roman Catholics. Jews 
tly lower rate of 0.4. 
Catholics both had sig- 


Number cent per 100,000 Number cent per 100,000 


1872 100.0 17.0 


Distribution of mental disease 


The Irish had a higher rate of such psy- 


TABLE 9 


hite first admissions with senile psychoses from New York City, to 
all hospitals for mental disease in New York State, 1949-1951, 
classified according to religious affiliation and age 


Roman Catholic Jewish 
Average Average 
Per annual rate Per annual rate 


Set” T T PETI 
1807 96.5 278.6 36 96 154.8 
S) e i As s *“ s 


Psychoses with Cerebral 
Arteri 

The Protestant population of New York 
City was older than the Catholic or Jewish 
population. Those aged 45 and over in- 
cluded 37.1 per cent of Protestants, com- 
with 25.3 per cent of Catholics and 

$2.5 per cent of Jews. We might therefore 
anticipate a higher rate of first admissions 
with psychoses with cerebral arterioscle- 
rosis among Protestants. In fact, they had 
an a annual rate of 36.7 per 100,000, 
compared with 24.7 for Catholics and 18.7 
for Jews. That the differences are not 
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TABLE 10 


White first admissions with involutional psychoses from New York City, 
to all hospitals for mental disease in New York State, 1949-1951, 
classified according to religious affiliation and age 


Protestant 
USU 
Average 
Per annualrate 


Roman Catholic Jewish 


Average 
Per annual ratt 
Number cent per 10000 


Average 
Per annual rate 


Age (years) Number cent per 100,000 Number cent per 100,000 
mi 8.6 3.4 174 12.7 2.4 81 74 oa 
438 86.1 46.1 1117 81.7 = 52.4 888 846 56.3 
2 ` 5.3 8.5 A EDG , 11.9 81 7.7 16.8 
509 100.0 14.6 1,368 100.0 12.4 1,050 100.0 16.6 


spurious is shown by the fact that at ages 
65 and over, which include the bulk of such 
admissions, Jews had a rate of 186.0, com- 
pared with 311.4 for Catholics and 324.9 
for Protestants. 


Senile Psychoses 


The relative distribution of senile psy- 
choses was similar to that for psychoses with 
cerebral arteriosclerosis. Jews had the 
lowest average annual rate, 12.2 per 100,000. 
Protestants had the highest rate, 36.0. Cath- 


olics were intermediate with a rate of 17.0. 
At ages 65 and over, the rates were 1543 
for Jews, 278.6 for Catholics, and 375.9 for 
Protestants. 


Involutional Psychoses 


In each of the preceding groups of p 
orders, Jews had a lower rate of first ae 
missions than either Protestants or Cath 
olics. This is reversed in connection vi 
involutional psychoses. Jews had an y 
age annual rate of 16.6 per 100, 


TABLE 11 


White first admissions with manic-depressive psychoses from New 
York City, to all hospitals for mental disease in New York Stale, 
1949-1951, classified according to religious affiliation and age 


Protestant Roman Catholic Jewish 

verag? 

Average Average A nt 

Per annual rate Per annual rate ka mr 1000 

Age (years) Number cent per 100,000 Number cent per 100,000 Number be . 
2 04 

x s st ue ie =e ‘g u 
9 484 72 308 69.2 6.2 31 59:5 
8 45.2 9.0 19 26.7 5.6 28 ad 
1, s na 18 4.0 2.8 s Bni x 
8. 


100.0 


S 
4 
à 
k: 
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TABLE 12 


White first admissions with dementia praecox from New York City, to 
all hospitals for mental disease in New York State, 1949-1951, 
classified according to religious affiliation and age 


Protestant 


Average 
Per annual rate 


Roman Catholic 


Average 
Per annual rate 
Number cent per 100,000 
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Jewish 


Average 
Per annual rate 
Number cent per 100,000 


ee KIHEÉI WI I U B )Cc⁄ Y ÉII I AIŠÉIII IZ IIIÉIIII£IƏIIAIIÉIITIIIWIIAIIAIYANKT 


Age (years) Number cent per 100,000 
emer 15 ........... 22S 2.9 
| AS 1,074 75.4 84.7 
BNE cians 292 20.5 30.7 
Sand over ......... $42.4 10.7 
ihascertained ....... 1 0.1 
OD. = os dans 1,423 100.0 41.7 


* Less than 0.05. 


‘compared with 12.4 for Catholics and 14.6 
for Protestants. The difference between the 
‘Wo latter populations is probably spurious, 
due to age selections, since Protestants had 
lower age-specific rates, beginning at age 45. 
Ae rate for Jews is probably significantly 
higher than that for Protestants. There is 
no such certainty with respect to the dif 
ference between Jews and Catholics. 


9% 2.1 3.2 
3,753 82.8 75.2 
647 14.5 30.3 
$80.7 5.1 

2 .` 
4531 100.0 41.2 


4 2.2 3.4 
1,917 85.1 74.4 
22 12.1 17.2 
4 0.6 2.9 
2252 100.0 35.5 


Manic-depressive Psychoses 


Jews had an average annual rate of 
manic-depressive psychoses of 8.8 per 
100,000. Catholics had the lowest rate, 4.0, 
and Protestants were intermediate with 5.5. 
The differences are probably significant, 
since Jews had higher age-specific rates than 
Protestants, and the latter, in turn, had 
higher rates than Catholics. 


TABLE 13 


White first admissions with psychoneuroses, from New York City, 
to all hospitals for mental disease in New York State, 1949-1951, 
classified according to religious affiliation and age 


Protestant 


Average 
Per annual rate 


Age (Years) 


94 


120 65.6 
55 30.1 5.8 
8 4.4 2.5 
183 100.0 5.4 


Number cent per 100,000 Number cent per 100,000 


Roman Catholic Jewish 


Average 
Per annual rate 
Number cent per 100,000 


Average 
Per annual rate 


2 0.3 0.1 5 0.7 0.3 
510. | 79-3 10.2 535° 72.8... 20.8 
19 18.5 5.6 185). 25.0. 11.7 

12 1.9 1.8 15 2.0 s 
643 100.0 5.8 740 100.0 11.7 


Dementia Praecox 


Jews had an average annual rate of 35.5 
per 100,000 with dementia praecox, com- 
pared with 41.7 for Protestants. The dif- 
ference is probably significant since Jews 
had lower age-specific rates, beginning at 
age 15. The crude rate for Catholics was 
41.2, but compared with Jews the difference 
is probably not significant, since the age- 
specific rates did not differ significantly 


Protestants or Catholics. The differences 
are significant since Jews had higher age 
specific rates. None of the differences be 
tween Protestants and Catholics is signif- 
cant. 

Table 14 gives combinations of the eight 
major groups of mental disorders into two 
categories, those of organic origin, and 
those termed functional. We found that 
the over-all rate of first admissions was les 


TABLE 14 


Average annual rates of first admissions, per 100,000 population, 
among white population of New York City, to all hospitals 
for mental disease in New York State, 1949-1951, 
classified according to age, religious affiliation, 
and groups of mental disorders 


Of organic origin * Functionalt 

Roman Roman K 

Age (years) Protestant Catholic Jewish Protestant Catholic Jewish 
a y 2.9 3.3 m 
6.7 0.2 104.9 95.1 pr 

72.9 21.9 91.5 93.9 Z$ 

612.6 345.4 25.5 21.6 A 
6 

53.3 31.8 67.4 63.5 m 
* General paresis, alcoholic, with cerebral arteriosclerosis, senile. | 
T Involutional, manic-depressive, dementia praecox, psychoneurosis. x 

t $ 4 a an 
during the age interval specific to this dis- for Jews than for Protestants and mee 

order. The crude rates did not differ sig- Catholics. This was due primarily to 
nificantly between Catholics and Protes- nificantly lower rates for Jews amoha " 
tants. But in the significant age intervals, orders of organic origin. Thus, the we 


Protestants had a higher rate. It is there- 
fore probable that Protestants had a higher 
rate of first admissions with dementia prae- 
cox than Catholics. 


Psychoneuroses 


Jews had an average annual rate of first 
admissions of 11.7 per 100,000 with respect 
to psychoneuroses, twice that for either 
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annual rates per 100,000 in this ca 
were 31.8 for Jews, 53.3 for Roman 
olics, and 85.1 for Protestants. 
lower age-specific rates. 
had a higher rate than 
45 to 64, but had a significantly 1 
at ages 65 and over. 
With respect to the 
orders, however, Jews had à 


ati 


ower 


four functional 
n avert 


NCES 


: 


annual rate of 72.6, compared with 63.5 for 
Roman Catholics, and 67.4 for Protestants. 
The rate for Jews exceeded that for Roman 
Catholics by 14 per cent, and exceeded that 
for Protestants by 8 per cent. The rate for 
Protestants exceeded that for Roman Cath- 
dlics by 6 per cent. 


SUMMARY 


A comparison of the relative frequencies 
of mental disease among members of the 
Major religious groups depends upon a 
dassification of the general population 
according to religion and a corresponding 
dassification of first admissions to mental 
hospitals. Data of this type are available 
only for New York City. 

Thanks to a survey of a random sample 
of the population of New York City by 
Health Insurance Plan of Greater New 
York (H.LP.), it was possible to estimate 
the distribution of the population accord- 
ing to religious affiliation in 1950. Cor- 
responding data for first admissions were 
available from the records of the New York 
State Department of Mental Hygiene, 
cluding admissions to all hospitals for 
Mental disease, public and private. 
Limitation to New York City, fortu- 
nately, placed the comparisons on a roughly 
comparable basis with respect to size and 
nsity of population. In addition, the 
Survey by H.I.P. made it possible to com- 
Pute age-specific rates, using broad age 
Intervals, 

It thus appeared that Jews had the 
aq over-all rate of first admissions, Prot- 
sa ts the highest, and Roman Catholics 
Intermediate. In general, Jews had 
ies rates among those psychoses 
are of organic origin. This was 
E a notable with respect to alcoholic 
Ychoses and general paresis. But Jews 


also had relatively low rates of first admis- 


lo 
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sions with respect to disorders of advanced 
age. 

Roman Catholics and Protestants had 
significantly lower rates than Jews with 
respect to manic-depressive psychoses and 
psychoneuroses. The rates with respect to 
involutional psychoses do not differ so con- 
clusively. It is probable that Jews had a 
lower rate of first admissions with dementia 
praecox than either Protestants or Cath- 
olics. 

Protestants generally had higher rates 
than Catholics for those disorders which are 
of organic origin: for example, psychoses 
with cerebral arteriosclerosis and senile psy- 
choses. The differences do not appear to 
be significant in the case of functional dis- 
orders, as, for example, dementia praecox. 

We have thus found differences in rates 
of first admissions associated with formal 
religious affiliations. But we cannot draw 
from these associations inferences as to 
causal relations. The several religious 
groups differ in important social and racial 
respects, which have been shown elsewhere 
to be related to the frequency of mental 
disease. 

Thus, Catholics have a high rate of alco- 
holic psychoses, because they include Irish 
and Polish Slavs who have long histories of 
addiction to heavy drinking. The low rate 
of such disorders among Jews is generally 
attributed to social traditions arising from 
their special history. Protestants include 
large representations of English and Ger- 
man origin, who because of their longer 
residence in New York State, are older and 
therefore more exposed to the mental 
hazards of old age. 

Thus, more conclusive answers as to the 
possible relations between religion and 
mental disease must be sought in further 
investigations, employing more meaning- 
ful classifications. Among Jews, for ex- 
ample, there are groups recognized by 
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intense religious devotions and ritual exer- 
cises. With adequate resources, it would 
be possible to determine rates of first ad- 
missions among such a group, and to make 
comparisons with Jews as a whole. 

It is possible to isolate similar groups 
among Protestants, especially among iso- 
lated mountain dwellers. Roman Catholics 
also provide special communities which 
could be studied in a similar manner. This 
type of data, which is psychologically 
better defined than that resulting merely 
from formal church membership, may lead 
to more definite conclusions as to the rela- 
tion of religion to mental disease. 
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NIKELLY, Pub. 


sss is the ultimate goal of nearly all 
han activity. Psychotherapy, regardless 
complexity, cannot exclude an analy- 
of the ingredients that comprise the 
ing of happiness or the purpose of 


though the practical aim of mental 
Ith is to promote the optimum of hu- 
adjustment, its general scope must 
encompass the ultimate questions of 
n's existence and his metaphysical prob- 
ms. These basic human needs are always 
Ì from the patient in psychothera- 
i either by implication or in 
indirect terms. 
wit Tespect to Western values, it would 
utterly worthless endeavor if psy- 
peutic principles did not encom- 
needs that have often been either 
led or ill-treated by other disciplines 
ing with human behavior. 
Otherapy is fundamentally a re- 
Process, Yet, educational theories 
Struggling to crystallize a compre- 
M~e program that can incorporate ade- 


Goal-directedness: A practical 
goal for psychotherapy 


quately some of the basic principles used 
in the therapeutic setting. 


DOES THE PAST MAKE SENSE? 


A serious practical step in this direction 
has been advanced by the Adlerian orien- 
tation (1) and the current existential move- 
ment (2). 

The element that has been missing from 
the application of therapeutic methods is 
the socioteleological approach to the under- 
standing of man’s activities. This principle 
assumes that behavior is goal-directed. It 
follows, then, that if the goal is altered 
after the patient becomes aware of it, be- 
havior will subsequently change. 

Goals are either immediate or remote, 
tangible or unrealistic. They are formed 
by the unique and often unpredictable 
way in which the patient reacts to past ex- 
periences as they converge upon the present. 
The general rule is that they must be con- 
sistent with his psychological nature. 

Dr. Nikelly is clinical and assistant 
professor of hygiene, Mental Health Division, Uni- 
versity of Ilinois Health Service, Champaign, Ill. 
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Behavior can be more adequately under- 
stood in terms of an outcome or final end 
which is frequently outside the patient's 
complete awareness, and in many cases it 
is the task of the therapist to expose these 
goals to the patient's conscious feelings. 

A dependent person, for example, can 
come to realize how he is placing others in 
his service. Also, one who denies having 
any felt goals often is easily made to realize 
how his floundering keeps him from be- 
coming involved in serious activity. This 
approach places the responsibility for his 
behavior within the patient. Unacceptable 
behavior, then, is more meaningful when it 
is related to the type of goal the patient has 

adopted than when it is focused on condi- 
tions that existed prior to his mental illness. 

Thus, the aim of psychotherapy is to 
formulate socially meaningful and accept- 
able goals that are implied in the patient's 
behavior, and to focus on his concept of 

the future; it is not seeking to unearth past 
causative “fixations” and “complexes.” 

Such concepts have some explanatory 
merit but often prove to be unsatisfactory 
in the long run merely because the assess- 
ment of antecedent factors either can be of 
little interpretative value or are incongru- 
ously and forcibly related to the patient’s 
present problem. 

For example, two patients may have the 
same past traumatic experiences; yet, the 
result is not always the same. The first 
may use these experiences as an excuse to 
sidetrack responsible investment in the so- 
cial environment, and the other may use 
them as stepping stones to success through 
constructive competition. The result de- 
pends on the patient’s objective, on what 
he expects from the future, on what desti- 
nation he anticipates and on how he sees 
himself relating to persons and events that 
lie beyond the present. 

Regardless of the existing opportunities 
within the patient's immediate reach, it is 
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unpredictable whether he will take advan. 
tage of them no matter how well his be 
havior can be traced back to specific etio 
logical factors. Hence, with respect to the 
past alone, human behavior cannot be pre 
dicted. 

The assumption of a direct causality ip 
psychotherapy becomes a very tenuous and 
dangerous practice, to say the least. Ob 
viously, this method enables the therapist 
to utilize “clews” from the past and, in all 
fairness, it gives him a certain amount of 
confidence in his contact with the patient 

However, many persons not under p 
chotherapy have had almost similar 6 
periences but function well—at least well 
enough not to require immediate psychiat 
ric attention. Although many factors may 
be responsible for this difference, it ulti 
mately rests upon the patient's subjective 
perceiving and fusing of events into a pe 
sonal goal, which, in turn, becomes a meat 
ingful experience as he undergoes therapy 
successfully. The manner in which the 
patient integrates his perceptions and fet 
ings is dictated by his over-all goal in lifes 
his activities are consistent with it; his be 
havior can be explained once this goal Ë 
defined by the therapist. 

As in a play, the observer goes through 
moments of frustration, confusion and sik 
pense, until the final denouement is 1 
vealed. All the movements and minor Pa 
in the play that hitherto seemed me, m 
become significant when studied in m. i 
of the final perspective. Therapy °”: the 
much easier once the therapist elicits 
patient’s objective. 


CAN BEHAVIOR BE AIMLESS? | 


š: f more 
It is true that the therapist can E 3 


certain of the patient's past experten ls 
events, elicited in therapy, than of mee 
of his present activity. Entirely dm | 
past experiences in a variety of pal 


precipitate the same symptomatic behavior. 

The total picture becomes more compre- 
hensible when the therapist attempts to 
understand the finality of the patient’s 
problems. Human activity is devoid of 
meaning without the patient knowing 
where it leads to, and what its ultimate ob- 
jectives are. To understand, for example, 
why a child is running would necessitate 
knowing the direction and the objective of 
his activity; whereas, the place where the 
running originated would not give us the 
entire reason for the child's activity. 

A large number of anxiety, depressive 
and psychosomatic symptoms and character 
disorders, especially in adolescents and 
young adults, are not alleviated necessarily 
by finding the antecedent “causes.” On the 
contrary, therapy is effective when it fo- 
cuses on the patient's need to avoid partici- 
pation in constructive activity, on his pur- 
suit of an unrealistic goal, or on some other 
Teason. 

The common denominator in these be- 
havioral problems seems to be an underly- 
ing feeling of incompleteness and a devia- 
tion of their selves below the norm, as these 
patients see it, and their goals are fashioned 
as a means to restore a sense of normalcy 
in themselves. These patients seem to re- 
‘pond more readily to the interpretation of 
the meaning and outcome of their present 
activity (when interpretation is warranted) 
father than to the selection and enumera- 
ton of injustices from the past. 

_This is not to say that psychiatric prac- 
tice ought to ignore the patient’s early ex- 
Petiences, since, to some extent, past events 
influence the patient as he conceptualizes 
the future. But once the goal is formed, the 
Past has a lesser influence in the clinical 
Picture of the patient. 
ote it may support the therapist to 
stand how. the patient became the way 


2S is at the moment, he must also realize 
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that patients of a similar psychiatric condi- 
tion may not necessarily have had similar 
emotional and environmental experiences. 
What makes them behave differently, then, 
seems to stem not so much from something 
in the past but from the influence of a fu- 
ture event of which they are usually una- 
ware. 

Such comments from patients as “I'm a 
fine example of nothingness;” “I feel 
empty;” “I just exist;” “I feel like a blob 
of protoplasm;” “It wasn’t my idea to be 
brought into this world” are very frequent. 
These are the patients’ own spontaneous ex- 
pressions. Whether such statements repre- 
sent a sexual arrest somewhere along the 
stage of development still remains a moot 
question. When the therapist searches for 
past events in a mechanistic fashion, the 
patients’ reactions are often: “But that 
sounds silly;” or “Well, if you're right what 
am I supposed to do now?” But with the 
intuitive efforts of the therapist in defining 
their goals they tend to show a greater rec- 
ognition response and they sense a logical 
consistency in their behavior. 

Again, granted that even certain aspects 
of the patient’s personality do have some 
relationship with the past, one still wonders 
if the approach of relating specific past 
events to the present really constitutes 
therapy. Does it necessarily create an emo- 
tional experience that modifies the patient's 
behavior? 

The point here is that the patient is get- 
ting nowhere; he becomes disappointed in 
himself, in spite of occasional insights, and 
he feels like a defeated victim. The more 
unfavorable the past the greater his feeling 
of inadequacy and the justification for 
support from his environment. 

He is obviously aware that something is 
missing from his life which he cannot grasp 
nor define. He may know why he is func- 
tioning at the moment, and quite often he 
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has found a seemingly acceptable justifica- 
tion for it by overlooking the real reasons. 
But the patient basically still remains ina 
quandary if he cannot visualize himself as 
part of a total design, which includes his 
future. 

Our society is becoming increasingly 
sophisticated. There are many unhappy 
persons who are searching for a clew to 
happiness and, in a vain attempt, they try 
to learn psychological terms in order to 
label themselves, as if this were the panacea 
they are seeking. They usually conclude 
by blaming past environmental and familial 
injustices, and thus hide themselves behind 
seemingly logical reasons and barren 
verbiage. 

Others are contented with the idea that 
there is something in their unconscious 
that was formed because of previous unfor- 
tunate experiences, as a scar is left after a 
wound has been inflicted; hence, they can 
be absolved from any blame. It takes little 
sophistication to note how these patients 
are apparently gaining something from 
their current behavior, which in most cases 
is to lessen the demands on them and to 
exclude themselves from tasks that require 
personal involvement and responsibility. 
More specifically, when a patient presents 
himself with psychological infirmities he 
automatically gears his goals to this con- 
dition, and the expectancies of others must 
be accordingly consistent. 

Psychiatric teams in health services, out- 
patient clinics, courts and private practi- 
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tioners may find this approach more adapt- 
able to their needs. It motivates the patient 
to take responsibility, and it places him 
in front of his problem. What the patient 
tries to avoid—or the kind of relationship 
he expects from his therapist—will usually 
set the pace. 

The assumption is that the patient’ 
visualization of a future goal is the main 
dynamic aspect of his personality. The 
necessity of goals becomes apparent with 
patients who seem to know themselves and 
their problems, who have a fairly adequate 
dynamic formulation, and yet who remain 
incapacitated and comport little social feel- 
ing. Their behavior is logically explained 
in terms of goal-directedness. 

| 
SUMMARY | 
Human activity becomes more intelligible 
when examined in its perspective to the 
future and in relation to the goals of the 
patient. In a large number of cases, past 
events are considered as factors subordinate 
to the patient’s over-all psychological goal. 
It is emphasized that the goal-directednes 
approach to behavior has a special practi 
advantage in psychotherapy. 
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Job frustrations of executives in 


social service agencies 


PURPOSE 


The purpose of this study was to examine 
the nature and severity of the frustrations 
involved in the work of an executive in a 
social service agency. The social service 
agencies specifically studied included those 
agencies with a paid executive working pri- 
marily through volunteer workers, under 
the direction of a local board and affiliated 
With a national organization. 

The study was undertaken in order to 
State objectively the expressed opinion of 
Many executives that there are unneces- 
saty frustrations in their work. Once the 
frustrations have been objectively stated 
it is hoped that the national organizations, 
the local boards representing the communi- 
ties and the executives themselves will do 


si 
omething to remove the unnecessary frus- 
trations, 


DEVELOPMENT OF THE 
QUESTIONNAIRE 


The problems stated on the questionnaire 


are those frequently stated by executives 
in conversations among themselves. The 
experience of the author and his con- 
yersations with other executives while work- 
ing as an agency executive himself were 
heavily relied upon in the original draft 
of the questionnaire. 

The questions were structured by the 
author after a study of existing literature 
on allied subjects. Four executives cur- 
rently working in agency work approved 
the final questionnaire as containing ques- 
tions which were most significant. 


THE QUESTIONNAIRE 


The questionnaire consisted of four parts. 
In the first part, the 25 problems were 
stated, with directions to the executives to 
gi (ir ae a, 
Mr. Sweeney is assistant professor of psychology, 
Rosary Hill College, Buffalo, N. Y. This paper 
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rate each problem as serious, slight or never 
a problem. In the final analysis, these were 
given arbitrary weights of 4, 2, and 0. 

The executives were asked in the second 
part of the questionnaire to list other state- 
ments which they felt were problem areas 
in their work but which were not on the 
questionnaire, The third part of the ques- 
tionnaire asked executives how they usually 
solved frustrating problems. The general 
information about the executive and his 
agency were obtained in the fourth part of 
the questionnaire. 


THE SAMPLE 


There were five different social service 
agencies participating in this study. The 
questionnaire was sent to 25 executives in 
each of the different agencies. The sample 
distribution of two of the agencies was con- 
centrated in the Mid-West, while the re- 
maining three were from all parts of the 
country. 

It was felt that since executives in agency 
work frequently transfer from one area to 
another, geographical distribution of the 
sample was not important. An attempt was 
made to include executives of all size com- 
munities. 


DISCUSSION OF RESULTS 


One of the greatest sources of frustration 
for professional workers in social service 
agencies is their sense of mission. Crow 
and Crow (1) remind us that this spirit 
which flows from the satisfaction of the 
need for status and recognition can lead to 
overwork. It is apparent from an analysis 
of the questionnaire data that in many in- 
stances, the spirit has led to overwork. Pro- 
fessional workers themselves recognize this 
fact. 
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This is apparent from the rank order 
given to the question on “too much to do," 
“There is just too much to do,” was ranked 
as the most serious problem. Forty-nine 
per cent of the executives classified this as 
a serious problem while 42 per cent classi- 
fied it as a slight problem. It is quite ob 
vious from this data that the feeling of 
lack of fulfillment is a major source of com 
flict for social service workers. 

The work created by the executive's own 
personal sense of dedication is increased 
by the suggestions and plans of his volun- 
teer board and the objectives and goals 
of the national organization. One ques 
tion dealt with how the local board hamp- 
ers the executive. (It is interesting to note 
that only 4 per cent considered this a seri: 
ous problem.) It was ranked as least im: 
portant. 

Another question dealt with the de- 
mands of the national organization. AS 
in the question on local boards, 4 per 
cent said this was a real problem. Only 55 
per cent said it never was a problem. The 


professional worker must see that the ob x 


jectives of the national organization and 
the plans of his volunteer board are cal 
ried out. f 

The final question dealt with the inte: 
gration of the demands of the two bodies 
It was found that only 6 per cent of ihg 
executives found this integration a serious 
problem. Forty per cent did say that it a 
a slight problem. It is thus apparent i 
while integration of the goals of the ie 
bodies is a problem, it is not as great a 0 
as it might seem to some. 

If the executives had a large 
to carry out their work, it might be 2° 
plished. However, in most agencies, 
professional worker must depend pum teer 
on volunteer help. Since each vO 1 
can be expected to do only a small am 


paid staf 


com 


of the total agency work, a large staff of 
yolunteers must be maintained. 

Keeping good volunteer workers was 
ranked as the fourth most serious problem. 
Seventy-eight per cent of the executives 
considered this a problem. One question 
stated: “There are never enough people 
to do the work of the agency.” This was 
ranked as the tenth most serious question. 
Sixty-seven per cent of the executives con- 
sidered this a problem. It is thus apparent 
that one of the major sources of frus- 
tration for executives is in having too few 
people to carry out the plans of the agency. 

The inadequacy of agency funds also pro- 
vides a source of frustration for execu- 
tives. The seriousness of this can be seen 
in the ranking of the question on “The 
agency never has enough money,” as the 
second most serious problem. Without 
money, the professional worker cannot ade- 
quately fulfill the purpose of the organi- 
zation. 

The problem of inadequate funds is in- 
creased by the fact that agencies frequently 
plan beyond their resources. Fifty-nine 
per cent of the executives classified “The 
agency plans to do things which are be- 
yond its resources,” as a problem for them. 
The data from both of these questions 
would suggest that having too little money 
is a source of frustration for executives. 

With too much to do, too few people 
and too little money to do it, it is little 
Wonder that the professional worker in 
the social service agency is subject to un- 
usual frustrations. Executives who do not 
view their job as a job frequently have diffi- 
culty in solving these problems. A great 
many frustrations could be eliminated if 
the professional worker could see that he 
I being paid to carry out the work of the 
agency as the national organization and 
ocal board see*it. 


Job frustrations of executives 


SWEENEY 


This job perception does not rule out in- 
dividual initiative. By channeling his in- 
itiative so that the job, as others see it, 
is carried out, he is able to fulfill his need 
for personal accomplishment. This may 
require the professional worker to stress 
a part of the agency program which he 
considers as unimportant. This in itself 
provides another source of frustration. The 
difficulty in doing this is seen in the rank 
order of the question on the executive be- 
ing forced to place too much stress on un- 
important parts of the program. Fifty-five 
per cent of the executives questioned con- 
sidered placing emphasis on unimportant 
parts of the program as a source of frus- 
tration. 

The necessity of establishing an order of 
importance is apparent from the results 
of the questionnaire. Establishing an or- 
der of importance was ranked as the ninth 
most serious problem by the 100 executives. 
In agency work there are many things 
which can be done. The executive must 
determine what is most important and 
what can be done and then see that it is 
done. Planning is one answer to establish- 
ing an order of importance. Crow and 
Crow (1) point out that the personal quali- 
ties that enable an individual to plan and 
pursue his work are necessary for success- 
ful professional people. i 

Howard and Parry (2) point out the im- 
portance of mental habits in successful 
work adjustment. They point out that 
carelessness in performing the more un- 
pleasant features of a job increase mental 
strain, That this type of strain exists for 
agency executives is clear from the per- 
centage classification of the question which 
stated that “Professional workers are ex- 
pected to perform too many unimportant 
tasks.” Seventy-seven per cent of the execu- 
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tives classified performing unimportant 
tasks as a problem. Most executives also 
feel that they are expected to handle too 
many details, This was ranked as the third 
most serious problem. While this is prob- 
ably indicative of a true feeling, it should 
be noted that this was the first question on 
the questionnaire and it is suspected that 
the position of the question influenced its 
final rating. 

While it is probably true that execu- 
tives are expected to handle too many de- 
tails and that they are expected to perform 
too many unimportant tasks, the situation 
cannot be changed immediately. It is thus 
important that the executives develop the 
correct mental attitudes toward this aspect 
of their work. The question which dealt 
with the inadequacy of secretarial help 
further supports this apparent feeling of 
executives on the unpleasant aspects of 
their jobs. The question was ranked as the 
ninth most serious by the executives. The 
inadequacy of secretarial help is probably 
one of the major reasons why executives 
are forced to handle too many details which 
objectively may be unimportant. 

The competitive spirit which exists be- 
tween professional workers within a na- 
tional organization can be a source of harm- 
ful hostility. Lindgren (3) points out that 
the competitive spirit encourages men to 
put forth as much energy and time as they 
can. Competition encourages men to ex- 
cell their own record and to do better than 
their fellow executives. This spirit can 
produce hostility toward others if it is not 
held in check. 

This hostility is, then, a source of strain 
within an organization. The extent to 
which this is a perceived difficulty may be 
seen in the classification of the question 
which stated: “The national organization 
asks more of me than can normally be ex- 
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pected.” Forty-five per cent of the eum 
tives claimed that the demands of the s 
tional organization were a problem ie 
them. 

Another potential source of frustration: 
in agency work is the removal of the pp. 
fessional from the actual work scene, The 
two questions dealing with this problem 
(‘There are never enough volunteer pp 
ple” and “Working through others 1 WW 
unable to do anything worthwhile”) wat) 
ranked as the twenty-third and twenty 
ond most serious problems, This woul 
seem to indicate that the profesionl 
worker has learned to take pride in his p 
ecutive capacity. It would thus be unlit 
to say that the executive feels that is 
working through others, he is unable to de 
anything worthwhile. 

It is also indicated that executives kd 
that they are able to make personal achiat 
ments. Sixty-three per cent of the ee 
tives claimed that the problem of 
achievement was never a problem to them 
There is danger, as Lindgren (3) points ow 
in working through others, that a feeling d 
disassociation may result, That this app 
ently has not happened may result fra 
the close identification of the executive wit 
the work of the agency. The prof 
who develops an outlook which will 
him to see results in the efforts of oe 
will not suffer this frustration. 

The executive must work through volut 
teers. To a certain extent, he can plan 
he cannot execute. He must work ee 
others. Two questions dealt with the a 
performance of volunteers. One š 
“Volunteer people seldom do the ar 
they are supposed to do.” It was i 
as thirteenth most serious. Sixty-fv® š 
cent of the executives classified this F: 
slight problem, while only 31 pa em 
classified it as never a problem: ? 


stated: “Volunteer people are 
Talkers but not good workers.” Sixty 
cent of the exccutives classified this 
as a slight problem in their work. 
Hauification of both of thee quer 
h would seem to indicate that getting 
miters to do the work of the agency 
m important problem for executives. 
_ ls solve this problem by 
the work themselves. This is ob 
not the answer. One of the execu 
fs greatest responsibilities is to learn how 
want to do the work of 

_ This is basically a problem of 


Dne of the answers, then, is to learn how 
want to work, An executive 
ald also have a knowledge of the ability 
d ol the available free time of cach 
ser. The volunteer who is given a 
ond his ability will not perform that 
À If a man is asked to do a job which 
quire more time than he has, he will 
form that job. Schneiders (4) te 
us that successful vocational ad- 
requires that the worker develop 
sonal qualities necessary to meet the 
d of the profession. One of these 
talities is the ability to attract and hold 
xd volunteer workers. 
ith an occupation which demands so 
it is casy for professional workers 
egiect the demands of their own per- 
il life. Sixty per cent of the executives 
laimed that the fact that their whole life 
to be dedicated to the agency was a 
lem to them. Both the physical health 
= executive and his family life may 
fer from his occupation. The seventh 
OS serious problem stated was, “I never 
š time for rest and relaxation.” 
and Crow (1) point out that while 
s the stimulation of successful 
nt ín work, he also needs the 
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in recreation, The quewion dealing with 
neglect of the family was tanked bowrteemth 
by the executives: 57 per cent felt ihat 
it was a problem for them. 

‘The executive’ reaction to the prolo 
sonal demands made upon them may be 
wen in the rank onder of the queson: 
“Volunteer people expect too much from 
profesional workers.” ‘This question was 
ranked as the fifth mow serious problem. 
Seventy-nine per cent felt it was a problem 
in their work, It may well be that agencies 
do demand too much from their executives, 


night, The answer for the executive again 
seems to be in establishing an order of im 


available. This will probably never be the 
case. No matter how money the 
agency has, it will never be enough. Liw 
ited funds not only prohibit fulfillment of 


nine per cent of the executives felt that 
their familys future was a problem for 
them. 

‘This lack of real financial security is an 


forced to live above their income to per- 
form their jobs adequately. Despite the 
apparent frequency of financial 
problems, only 26 per cent of the execu- 
tives claimed that their job was held in low 
esteem. 
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With too much to do, too few people 
and too little money to do it, it is almost 
impossible to achieve perfect fulfillment 
of an agency’s purpose. Lindgren (8) re- 
minds us that when man is forced to work 
for goals that are unattainable, frustrations 
will result. Satisfactions with less than per- 
fection is thus a prerequisite for maintain- 
ing mental health as an executive in a social 
service agency. 
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SOL SIEGEL, M.A. 


Existentialist aspects 


of the vocational 


rehabilitation process 


“PHILOSOPHY: 1. The science which investigates the most general facts and 


principles of realit 


y and of human nature and conduct. 


2. The body of principles or general conceptions underlying 
a given branch of learning or major discipline." — Webster 
—New International Dictionary- 


The vocational rehabilitation movement 
has never concerned itself with philosophy 
in the sense of definition #1, but has always 
concerned itself with philosophy in the 
sense of definition #2, whenever the word 
self is found in the literature of this 
discipline. Hence, we find statements such 
as the following: 


7 “Within one generation the philosophy of re- 
abilitation of the physically disabled has become 
Widely accepted and understood. . . . The magni- 
tude of the concept of rehabilitation, ete. . . . (27). 
(Italics mine—SS.) 
or Leonard Mayo has aptly referred to re- 
a ohio as being first, a philosophy, second, 
Be, ates ands greita ta method. . . . The 
SET: concept is certainly not a completely new 
a in philosophy, medicine and the social sci- 

ces” (1), (Italics mine—SS.) 

‘As so aptly expressed by Jay Hoffman, ‘It 
[rehabilitation] refers of course to a process and 


to a series of techniques. . . . But it is also 
a philosophy—an attitude—a state of mind—a 
mode of approach to illness” (26). (Italics mine— 
SS.) 


One writer was found to have dealt with 
this matter of definition very explicitly, in 
the following manner: 


“Jf the meaning of philosophy is restricted, as 
Webster indicates, to ‘the body of principles 
underlying a major discipline,’ we may define the 
major discipline, rehabilitation, and then discuss 
the underlying principles, thereby preventing a 
discussion of that philosophy from disappearing 
in a cloud of generalities” (16). 


It is hoped, however, that the above 


writer does not intend to imply that Web- 


SEAN U L Ene 
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ster restricted the meaning of philosophy 
to the one he indicates; this is not so, as 
can be seen in the heading of this article. 
I suppose this last-named writer may have 
been thinking of Webster’s definition #1 
when he speaks of a “cloud of generalities.” 

The point is now being made by this 
writer that, despite the evidence presented 
above to the effect that philosophy, wherever 
used in the literature of rehabilitation, has 
been restricted to definition #2, these same 
writers were “philosophizing” in the sense 
of definition #1. 

They were “philosophizing,” in this sense, 
without being aware of it, in the same 
manner in which Jourdain, in Molière’s 
play, Le Bourgeois Gentilhomme, dis- 
covered that he had been speaking “in 
prose” all his life without being aware of 
it. Furthermore, the point is also being 
made here that this “philosophizing” is the 
expression of a specific philosophical mode. 

The history of philosophy may be 
described as a struggle between two oppos- 
ing concepts: namely, “essence” and “exist- 
ence,” and, furthermore, of the primacy of 
the one against the other. 

The essence of a thing is what the thing 
is: “Essence refers to the greenness of this 
stick of wood, let us say, and its density, 
weight, and other characteristics which give 
it substance” (18). These essences are fixed, 
are once and for all what they are, and, 
as conceived by Plato, “constitute a realm 
of absolute realities beyond time [and] 
change . . .” (5). The notion of “human 

nature,” for example, is an example of an 
essence. It bears the implication that man 
is fixed, that his essence is a given, “handed 
to him ready-made” (4), and, fundamen- 
tally, is immutable. In this context, man is 
portrayed “as a collection of static sub- 
stances, or mechanisms, or patterns. . .” (18). 

Existence, on the other hand, refers to 
the sheer fact that a thing is. In this con- 
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is to say as existing” (18). 

Man first exists and makes himself to be 
what he is, so that his individual essence 
comes to be out of his existence, rather than 
his existence being the unfolding of his 
essence in space and time. “. . . The mos 
crucial fact about existence is that it emerge 
—that is, it is always in the process of 
becoming, always developing in time, and 
is never to be defined at static points” (20) 

The problem revolves about the question 
—Does essence precede existence or the re 
verse? The writer hopes to demonstrate that 
this question is not another “What-came 
first-the-chicken-or-the-egg” riddle, but that 
the answer to this question corresponds to 
a basic view of the image of Man, anù 
furthermore, that the answer to the question 
involves two fundamentally different ap 
proaches to the vocational rehabilitation 
process. 

That philosophic mode which chooses 
the primacy of essence over existence 1# 
broadly termed Essentialism, whereas : 


text, man is portrayed not as a “collection 
of substances, or mechanisms, or patterns, 
but rather as emerging and becoming, that 


one which chooses the primacy of existent 
over essence is broadly termed Existel 
tialism. The writer makes the claim that 
the “philosophizing” of the k 
rehabilitation movement, ie 
been within the context of Essentialis™ 
and it is now intended to examine the 
literature of vocational rehabilitation from 
this point of view. 
One of the earliest stat 
yocational rehabilitation reads aš J 
“The training of returned soldiers is “I i 
greatest importance. ‘Manners maketh an 
man’s habits are himself. A man 15 E 
he has done and is accustomed to do” ( 


until now, 


ements regarding 
follows 


sO 
Aside from its clear expo 7 
ee gen is = : fe) 
essentialistic point of view, the a 


ment is interesting in that it illustrates 
Hegel’s idea that essence is always related 
wo the past, that essence is what has been. 

A more recent contribution to the litera- 
ture reads as follows: 


“The counselor [regards his client] as an indi- 
vidual who is limited in certain physical or 
mental areas, but who possesses more positive 
potentials to compensate for his disability than 
tive liabilities” (12). 


This statement is representative of a re- 
current theme in rehabilitation literature: 
namely, that Man consists of [positive] assets 
and [negative] liabilities, and that it is the 
function of the vocational rehabilitation 
worker to add up both columns first and 
then to make the necessary adjustments. 
This might be termed “Anthropological 
Bookkeeping!” The same thought is also 
expressed in the following statements: 


“Counseling implies an organized attack upon 
certain of the residuals of disability or handicap; 
by its very own nature, it involves an evaluation 
of assets and liabilities. . .” (3). (Italics mine—SS.) 

“It [rehabilitation] involves a continuing em- 
phasis on the patient’s assets and a realistic 
ne of his liabilities” (26). (Italics mine— 

.) 


In summary, we have demonstrated that 
the philosophy (Definition #1) of the 
Vocational rehabilitation movement, al- 
though never voiced as such, has been 
&sentialistic in nature, from its very incep- 
tion. This has then led to a philosophy 
(Definition #2) of vocational rehabilitation 
characterized by an examination of essences 
(assets-liabilities), followed by a manipula- 
tion of these essences (“working with the 
poll part,” “working with what is left,” 
emphasize assets and minimize liabilities”) 
= order to accomplish its aim of the 
estoration of the handicapped to the 
fullest physicaly mental, social, vocational 
and economic usefulness of which they are 
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capable.” (National Council on Rehabili- 
tation.) 

It might be added that it appears quite 
logical that the vocational rehabilitation 
movement should have adopted an essen- 
tialistic philosophy from its very beginnings, 
since it very consciously also adopted the 
body of traditional psychology with its 
exaltation of the physical-mathematical 
model of science. 


“By and large Western thought since the 
Renaissance has been concerned with essences, 
Traditional science secks to discover such essences 
or substances; it assumed an essentialist meta- 
physics” (18). 

“Descartes, Spinoza, and Leibnitz were all 
philosophers with a pronounced mathematical 
bent, and therefore it was likely that they should 
find congenial a philosophy that exalted essence 
over existence. The mathematician is enthralled 
by the timeless self-identity of essences, and hence 
always gravitates spontaneously to one form of 
Platonism or another. Moreover, the seven- 
teenth century and those following it were con- 
cerned with the extraordinary expansion of 
mathematics and mathematical physics, and these 
two disciplines won prestige beyond that of every 
other intellectual enterprise, because of the ex- 
traordinary conquests over nature they made 
possible; hence this bias toward essence with 
which the contemporary era in philosophy began 
continued supreme and in fact almost unchal- 
lenged until Kierkegaard appeared in the nine- 
teenth century. . . ” (6). 


Kierkegaard’s insistence on the primacy 
of existence fell upon deaf ears in his own 
time, and it was not until his rediscovery 
in the second decade of this century that 
he became the prophet, so to speak, of 
contemporary Existentialism in philosophy. 

Reinforced by the writings of Nietzsche, 
Heidegger, Jaspers, Buber, Sartre and 
others, this approach, in which Man is 
depicted as first existing and then making 
his own essence out of his existence, had a 
tremendous influence upon contemporary 
culture. Its influence could be discerned 


535 


in the arts, religion, psychology and psycho- 
therapy, as well as in philosophy. 

How does this Existential philosophy, 
with its “taint” of the esoteric, have any 
bearing upon such a concrete subject as 
vocational rehabilitation? The remainder 
of this article will be devoted to a consid- 
eration of this question. 

In the context with which we are con- 
cerned, the vocational rehabilitation process 
is seen as a process, a doing, a process 
“interrelating the person and his world” 
(25). In this sense, world is seen as the 
“structure of meaningful relationships in 
which a person exists and in the design of 
which he participates. 

Thus, world includes the past events 
which condition my existence and all the 
vast variety of deterministic influences 
which operate upon me. But, it is these as 
I relate to them, am aware of them, carry 
them with me, molding, inevitably forming, 
building them in every minute of relating. 
“For to be aware of one’s world means at 
the same time to be designing it” (22). 

It is this writer's intent to delimit the 
concept of “world,” in this paper, to the 
world of work. It is felt that such a 
restriction is a valid one since, as Karl 
Mannheim? points out, the “existence” 
which surrounds man is never “existence 
as such” but is always a concrete form of 
social existence. Our concern is, further, 
the mode of “being” of a person in this 
concrete “world.” 

The concept of “being,” a central theme 
in the Existentialist description of Man, has 
been variously defined and its definition 

can become a highly complicated and 
truly esoteric matter. This writer proposes 
to define “being” as “becoming,” an idea 
which has figured throughout the history 
of philosophy, from Heraclitus to the con- 
1See Mannheim, Karl, Ideology and Utopia (New 
York; Harcourt, Brace, World, 1936). 
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temporary philosophers of existence, 
ticularly Jaspers. “We can 
another human being only as we see 
he is moving toward, what he is 


"2. (20). 
The vocational rehabilitation proces, 
this writer sees it, is one which asks d 


person, by means of a free and res 
decision, to commit himself to a “dolng™ 
to a concrete activity, toward the fulfiliig: 
of his potentialities with reference fnt 
the concrete form of his existence 
is our concern—the work-existence, 
“world” of work, and, following thik 
extend the fulfillment of his potentiali 
to all his other “worlds.” 

The concept of vocational rehabili 
as a “doing” has been accepted in 
literature, with the condition that 
“doing” be an end-product, so to 
after the client has been “prepared” 
such a “doing.” Hence, one writer 
that “where tests produce valid inf 
they guard against expensive and trau 
trial and error approaches. In this wy 
they help to prevent possible f 
and diminished self-confidence on the 
of the client” (13). : | 

The point of view herein being pe 
posed is that, in opposition to statement 
such as the above, the so-called “trial ol 
error approach” is taken as the most g 
fective and valid means for the client 
know himself and for the rehabilitatio#® 
counselor to know the client. | 

It is further posited that, again 1m opp? 
sition to the statement above, when ” 
so-called “trial and error app p: 
carried through in the context of on 
cept herein being formulated—that 
terms of a free and responsible rt 
ment—there results probably less ie 
tion and diminished self-confidence Oy 
part of the client. This writer ™ s al 
statement based upon his work with a 


isting exclusively of psychiatrically 

clients of the Division of Voca 
Rehabilitation, New York City. 
e broad rationale usually assumed in 
eid has been that the client must be 
in obtaining knowledge and im 
M about himself, and, as he gains more 
te knowledge about himself, he will 
the appropriate actions. 
iis rationale is here being controverted, 
as May points out, it is generally 
looked that “the patient cannot permit 
Hf to get insight or knowledge until he 
dy to decide, take a decisive orienta- 
fo life, and has made the preliminary 
Ons along the way” (23). It is felt that 
il experience precedes knowledge. 
faditionally, vocational rehabilitation 
g is conceived as just such a means 
g a client for decisive action 
of allowing him to gain knowl- 
e about himself and the world of work 

th psychological tests and counseling 
‘in the counselor's office. Sometimes 
m “intensive counseling” is used in 
ection, usually implying more and 
ssion over a longer period of 


he question is then asked: “How inten- 
should yocational rehabilitation coun- 
| be?” or “How is intensive counsel- 
erent from nonintensive counsel- 
Š. question which is often 
pertains to technique: “Is nondirec- 
nseling to be preferred to directive 

ing in vocational rehabilitation, or 


ter replies that questions such 
above, however phrased, are mis- 
în emphasis. It is again stated that 
of actual experience over in- 
Speculation is the core of the 
on process. 

ly stated by May: “It is well 
} every therapist [rehabilitation 
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counselor might be substituted here—85] 
that patients can talk theoretically and ac» 
demically from now till doomsday about 
their problems and not really be affected; 
indeed . . . the very talking . . . is often the 
defense against . . . committing one’s self, 
a defense indeed against one’s own vitality, 
The patient's talking will not help him to 
get to the reality until he can experience 
something or some issue in which he has an 
immediate and absolute stake” (19). (Italics 
mine—SS). 

In the light of this emphasis on commit- 
ment and on the centrality of the concept 
of “becoming,” let us briefly examine one of 
the traditional concerns of the rehabilita- 
tion counselor, that of “readiness.” This 
is of particular concern in working with 
psychiatrically involved clients. 

The question which is always raised is: 
“Js this client ready for vocational rehabili- 
tation?” To answer this question, coum- 
selors frequently arm themselves with a col- 
lection of “criteria of readiness” which, it 
is hoped, will answer this question for the 
counselor. Thus, we find that many a case 
is closed after one interview, or, even after 
several interviews, with the notation: “Not 
ready for vocational rehabilitation.” Tt is 
decided that the client is not “workable.” 

This writer maintains that there is no 
dient who is either “ready” or “not ready.” 
Instead, one might more accurately state 
that a client becomes “ready” or does not 
become “ready.” A client becomes “work- 
able” or does not become “workable.” 

The becoming takes place in the doing, 
in the arena of concrete activity. The con- 
crete activity here envisaged is a vocational 
activity of some kind, be it work, on-the-job 
training, vocational training, personal ad- 
justment activities, etc. It is believed that 
this doing has primacy over any a priori 
criteria in determining “readiness.” 

It must follow that the counselor-client 
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relationship itself becomes a different kind 
of relationship, in the context herein being 
discussed, from the one usually encountered. 

The usual treatment of the counselor- 
client relationship in the field of vocational 
rehabilitation consists of the establishment, 
from the outset, of the subject-object di- 
chotomy—client and counselor. It might 
be mentioned, at this point, that this di- 
chotomy of subject-object has permeated 
the whole of psychology until now. 

In such a relationship, the counselor be- 
comes the subject; the client becomes the 
object. The counselor assumes the role of 
Expert, the client assumes the role of the 
object who avails himself of the counselor's 
expertise. 

Thus, it has been stated in the litera- 
ture that, “the rehabilitation vocational 
counselor is called on for solutions to com- 
plicated vocational problems . . .” (47). 
Again, “while necessarily patient-centered 
and oriented, there is a positive quality to 
rehabilitation activity which applies not 
coercion but active attempts to counsel, to 
lead, to demonstrate the value of the serv- 
ices to be rendered, to convince the patient 
his acceptance and co-operation are vital 
to the complete fulfillment of the objective: 
namely, his return to self-sufficiency” (2). 

Along with this, there is also found the 
notion that the counselor must “control” 
the counseling process, that he must be “in 
the saddle.” Hence, we find a statement 
such as the following: “The counselor 
should guide the interview, but should not 
try to achieve his ends too quickly” (15). 

It should be noted that such a dichoto- 
mization of subject-object cuts across con- 
siderations of technique; namely, directive 

or nondirective, since it is felt that the label 
of “nondirective” or “client-centered” per 
se does not destroy the dichotomy under 
consideration. 

In opposition to the approach discussed 
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above, the writer wishes to pose one whic 


is consistent with the Exist 


ential outlook 


being here treated. The prime character 


istic of such a consideration 
tion of the subject-object di 


is the destrue 
chotomy. Our 


approach regards the counseling relation 
ship as an encounter between two exist- 
ences, as an encounter of one person with 


another, not as that between 
someone who comes for the 
This counselor attempts to 


an Expert and 
Answer. 
approach ead 


client “as if he were the only one in the 


world, without jargon, expec 


tations, or, pre 


suppositions, with innocence and naïveté 
. . (17). The counselor enters the rele 
tionship not as someone who can accurately 


diagnose and write a prescri 


ption, but, “a 


a person, entering into a personal relation 
ship” (28). The point of such a relation 
ship is that, through it, the counselor hope 


to enable the client “to take the plunge 


into the stream of experiencing” (10). 
The counselor thus puts before the client 
the “claim of the world” (10), the pladig 
of himself “on the line” by means of a com 
mitment to a concrete vocational expe 
ence—undertaken through free and respon 


sible decision—toward the 
fulfilling his potential, and 
a “real relationship with th 


can only take place in the wor a 
nds status, 1t 


Such a relationship transce 


a together-existing, for to he 


possibility # 
so to establish 
e world whi 
Jd itself” (Il) 


Ip is to “emer 


the existence that is the other's” GO. y 


To such questions as: 


“Is this the right thing for me 


it doesn’t work out?” the cou 


i t: 
respond by conventional statemen 
: 1 e “What do ya 


ance or by the nondirectiv 


think?” but, instead, he mirro’ 


own feelings of confusion an 


same time sounding the sum 


mitment as the only answer 
tions, answers for both the 
counselor. 


“will I succe 


>” “What 
nselor does not 
s of asst 


rs the client® 
d doubt, at 
mons to © 
to those qo 
client and Ë 


di 
ch 
bi 


It would be too naive and erroneous to 
believe that the counselor can and should 
negate the body of training and special 
knowledge he may possess with reference 
to the discipline being considered. This is 
dearly impossible and of no value, in any 
case. 

The point being made is that, primarily, 
he is one human being in an encounter with 
another human being. The writer has 
found, through discussions with colleagues, 
that this is apparently a difficult notion for 
the vocational rehabilitation counselor to 
encompass, as is the whole of the counselor- 
dient relationship as herein described. 

The counselor is reluctant to relinquish 
his status, for one thing. Let us frankly 
admit that this is one of the conditions 
Which has strongly motivated him to enter 
this field in the first place. For another 
thing, a counselor may object that such an 
approach to vocational rehabilitation ex- 
poses the client, particularly the client with 
an emotional involvement, to the risk of 
failure and that such failure will act to 
€xacerbate his emotional difficulties. 

In response to this last objection, this 
Writer feels that the prevalent notion of the 
extreme fragility of the psychiatrically in- 
Yolved client is not in keeping with experi- 
ence. The degree of adaptability of such 
lents, even in situations which may be 
laracterized as failure, is of a higher mag- 
nitude than is generally assumed. 
_ OF greater significance in this connection 
s our conception of failure as an ontolog- 
cal category: that is, as a condition of 
emg-in-the-world. The client has made a 
ot to some aspect of the voca- 
i ince rehabilitation process as a result of 
8 and responsible decision, and failure 
resulted. 
Ss condition of failure, however, has 
edge h aoe tó a greater degree of knowl- 
imself, of his mode of being. Thus, 
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failure has served to strengthen the client 
rather than weaken him. This is based 
upon the assumption that movement, in a 
new form, will follow failure. Failure be- 
comes a negative quality only when it is not 
followed by movement. “Existence is move- 
ment” (31). 

Basic to such a condition is the realiza- 
tion of the client that change of procedure 
and objective is considered to be a prime 
condition of the vocational rehabilitation 
process and that the counselor will “stick” 
with him all the way. Many a client has 
related to this counselor that the most tell- 
ing experience for him has been just that 
realization that the counselor would “stick” 
with him “all the way down the line,” dif- 
ficult as it might be. 

Indeed, this writer is aware that this often 
proves to be an extremely trying approach 
to the vocational rehabilitation process, 
and, in this light, the resistance of many 
counselors to such an approach may well 
be understood. 

This brings to mind a discussion with the 
writer’s supervisor with reference to some 
of the questions raised in this paper. The 
latter made the cogent observation that the 
question was not whether the client is ready 
or is not ready but, rather, whether the 
counselor is ready or is not ready, ready to 
work with the client in the manner being 
discussed, ready to give up his status or not 
ready to do so, etc. 

It must now be pointed out that clients 
will not usually find it easy to choose a 
commitment to the vocational rehabilita- 
tion process, particularly those clients with 
whom the writer is associated, those with 
psychiatric involvements. They will not 
find it easy since such a commitment rep- 
resents a conflictual risk, the giving up of a 
certain security, if such it may be termed. 

Faced with the possibility of fulfilling 
their potentials, many of these clients react 
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with an experience which may be described 
as “anxiety.” Thus, May (21) writes: “Anx- 
iety occurs at the point where some merging 
potentiality or possibility faces the individ- 
ual, some possibility of fulfilling his exist- 
ence; but this very possibility involves the 
destroying of his present security, which 
thereupon gives rise to the tendency to deny 
the new potentiality.” 

The denial of one’s potentialities, the 
failure to fulfill them, has been described 
as “guilt.” The concepts of “anxiety” and 
“guilt” are not, of course, new ones, but the 
difference is that the Existentially-oriented 
writers regard such concepts as “ontologi- 
cal,” that is to say, that they are character- 
istics of human existence, that everyone 
participates in them, that they are rooted 
in the fact of self-awareness rather than in 
cultural inhibitions, and that they do not 
necessarily result in symptom formation, 
but, on the contrary, may lead to increased 
creativity in the use of one’s potentialities. 

Thus, a client may say to a counselor: 
“you know, you can never tell about us 
patients in a mental hospital; one day we're 
O.K., like today, but, tomorrow we can be 
very sick, and we'd never remember any- 
thing that went on today or do anything 
about it, if we did remember. There is no 
point in getting involved with us, in getting 
involved with me.” 

Many of these clients do make the com- 
mitment to the process and go on to realize 
their potential; many do not. It should 
also be pointed out that whereas everyone 
participates in “ontological anxiety and 

guilt,” the writer feels that these conditions 
are seen in their most naked manifestation 
in the psychiatrically involved client. 

Elsewhere in this paper, it was noted that 
the notion of change of vocational objective 
is viewed as an essential condition of the 
process as herein being discussed. Within 
this framework, the vocational objective 
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itself becomes nothing but a starting point, 
and it is always subject to change in the 
process itself. 

Indeed, change is encouraged, if it arises 
from free and responsible decision. The 
vocational objective must permit “blowing 
space” in the phraseology of the jazz musi- 
cian, describing a musical arrangement 
which permits him an opportunity to im- 
provise. It is as though the client were 
saying: “to the best of my limits at the 
moment this is what I choose to do, even 
though I may know more and choose dif 
ferent tomorrow” (24). 


This recalls Frankl’s answer to the ques 


tion asked of a chess grand master: namely, 


“What is the best move in chess?” The an- 
swer given is that “a chess player must attempt, 
within the limits of his ability and within limits 
imposed by his opponent, to make the best moe 
at any given time .. . First, within the limits 


of his ability: that is to say the inner state— 


what we call temperament—must be taken into 
consideration. And secondly, the player can be! 
‘attempt’ to make a move which is bee pe 
concrete situation in the game—that is, in 
tion to a specific configuration of mia picos: d 
he set out from the start with the intention k 
making the best move in an absolute sense, 
would be tormented by eternal doubts 
less self-criticism, and would at best overstep 
time limit and forfeit the game” (8). 
1: : : Su 
The vocational rehabilitation client a 
i n 
ally sets out from the start with the a 
tion of making “the best move 1n an ie 
lute sense,” and is usually enon 
this endeavor by the counselor. ee 3 
agrees with Frankl and others that ee 
no such thing as an absolutely re a 
vocationally speaking, since, as Fran 
tinues: 

“Work usually represents the area I on 120 
individual's uniqueness stands in ré pair. This 
ciety and thus acquires meaning and “aa i 
meaning and value, however, is attac 
person's work as a contributiqn to $ 


if 

i erefore 

to the actual occupation as such. ee 1 
cannot be said that this or tha 


and end- | 


n which the ` 


ociety, ™ 


wcupation offers a person the road to salvation 
... The work in itself does not make the person 
indispensable and irreplaceable; it only gives him 
the chance to be so” (9). (Italics mine—SS.) 


It has been said that the counselor all too 
ently aids the client in his search for 
“best move in an absolute sense,” or 
most suitable vocational choice.” Vo- 
nal aptitude tests are used in such an 
avor. This writer does not reject the 
of such aptitude tests, but attempts to 
ilize them somewhat differently. For him 
for the client, such tests represent only 
starting point, a “take-off,” with ultimate 
ination unknown. The test situation 
lf becomes part of the commitment— 
aps the initial commitment to the voca- 
nal rehabilitation process. 
It has been the writer's experience that 
i client is able to begin to consider voca- 
al activities immediately after being ex- 
to an aptitude testing situation and 
ore the test results are known, whereas, 
n ediately before being exposed to such 
Situation, he could not begin to consider 
a step. We have here still another 
tance of the primacy of experience over 
llectual speculation, and of decision 
ding knowledge. 
It should not be supposed that a process 
Upon the concept of “free and re- 
nsible decision” thereby excludes the 
tion of “limits.” On the contrary, the 
of limitation is as valid as realization 
Potential. Frankl speaks of the limits of 
Perament or personality and those of 
€ concrete situation. 
In addition, within the setting of voca- 
nal rehabilitation in a state agency, there 
. administrative limits. Again, this ques- 
Bee aitation need not be considered 
ve quality, for, as Frankl indicates: 
man’s] very response to the restraints 
N his potentialities provides him with 
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a new and personal realm of values which 
surely belong among the highest values” (7). 

In summary, the writer of this article has 
attempted to introduce a new dimension 
into the field of vocational rehabilitation, 
that of Existence—involving the notions 
of being and becoming—and commitment 
through free and responsible decision as 
the mainsprings of the vocational rehabili- 
tation process. 

The vocational rehabilitation process 
itself was seen as an everchanging search 
for self-realization, beginning with the 
world of work and then growing out into 
increasingly larger concentric worlds. The 
writer has further attempted to indicate 
that such an approach to the vocational 
rehabilitation process has been experienced 
by one rehabilitation counselor within the 
setting of a state vocational rehabilitation 


agency. 
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Wishes for life and death of some 
patients who attempted 


This paper will present the observations 
on 35 patients who attempted suicide and 
Were admitted to the psychiatry service 
of the Massachusetts General Hospital in 
Boston. The patients were interviewed by 
the two authors on one or more occasions, 
and an effort was made to gather infor- 
mation that was pertinent to the mode and 
the motive of the suicidal attempts. 

Our patient population is not typical of 
all those who attempt suicide. It does 
represent, however, those who, after their 
attempt, are brought to a general hospital 
and are admitted to a psychiatry service. 


GENERAL FINDINGS 


Of our 35 patients, 26 were women and 9 
Were men, a ratio of approximately 39 women 
H every man. In our female population 

€ age ranged from 16 to 50 years, 13 of 
whom were single and 13 married. Our 


male patients’ ages varied from 18 to 50 
years, 


suicide 


They were employed as follows: 11 house- 
wives, 6 nurses, 4 students, 3 secretaries, 
3 unemployed, 3 laborers, and 1 each as 
engineer, artist, waitress, stitcher, and 
housekeeper. 

In order to classify our patients we 

decided to use a single criterion that seemed 
to be pertinent to all. Thus, we divided 
our patients into three groups according 
to their wishes for life or death, as stated 
by them at the time of our interviews. It 
should be kept in mind, however, that there 
isla great deal of overlapping among the 
go be ba ee a 
Dr. Sifneos is associate in psychiatry, Harvard 
Medical School, and associate psychiatrist, Massa- 
chusetts General Hospital, Boston, Mass. Dr. 
McCourt is research fellow, Harvard Medical 
School, and clinical and research fellow in psy- 
chiatry, Massachusetts General Hospital. 
A shorter version of this paper, titled “Modes and 
Motives of Some Patients Who Attempted Suicide,” 
was presented to the Third World Congress of 
Psychiatry in Montreal in June, 1961. 
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three groups, which are not strictly drawn 
categories. 

In the first group the wish for death and 
the damage to self are ata minimum. The 
setting for the attempt is frequently in full 
view of the person or persons emotionally 
important to the patient, those individuals 
who are considered by him to be responsible 
for his suicidal attempt. There is a strong 
element of manipulation of the environ- 
ment, which may or may not achieve results, 
depending upon the feelings engendered 
in the person important to the patient. 

The mode used is relatively painless—a 
small dose of tablets, a superficial lacera- 
tion —and it is meant that the other person 
should suffer and not the patient. They 
freely verbalized their hostility toward this 
person and admitted that they were 
punishing him for some wrong. Frequently 
these patients have an image of themselves 
following their attempted suicide. They 
see themselves alive, the center of attention, 
punishing others, and enjoying their 
revenge. They leave the hospital trium- 
phantly, returning to life and to their 
successfully though morbidly created new 
environment. 


Case 1 


A typical patient in this group was a 22-year- 
old Puerto Rican nurse who was transferred to 
our hospital because she attempted suicide by 
slashing her wrists. The patient had been hav- 
ing psychiatric treatment, but believed that her 
therapist was not interested in her and did not 
understand her. 

Three patients she nursed had died recently 
and she blamed herself and the medical staff for 
their deaths. Her therapist had told her that 
she might go to the emergency ward of the hos- 
pital if she ever became depressed. 

On the day she attempted suicide, a middle- 
aged patient whom she was nursing died sud- 
denly and the patient felt very guilty. She said, 
“The patient had been diagnosed as having 
angina pectoris, yet they let her walk around. 
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She imposed herself upon me and made me do 
things for her which I believed she was able to 
do for herself. I didn’t think she was really ill; 
but now that she’s dead, maybe she was as sick 
as she claimed to be. Following her death I 
suddenly became very panicky and guilt-ridden 
and felt very angry at the ward for not moum- 
ing her.” 

There is a strong similarity here to the way 
the patient related to her invalid mother. She 
went off work and rushed to see her boy friend 
who was a doctor on duty in the emergency 
ward. He was unsympathetic and told her not 
to be stupid and to act more independently, but 
she added, “I didn’t feel I was able to.” Later 
on that evening, following a talk with a former 
boy friend who, she felt, was also rejecting her, 
she decided to attempt suicide. 

She went into her room and started to slash 
her wrists. She telephoned her girl friend, but 
found she was unavailable. She again tried to 
slash her wrists, with the fantasy that this would 
show her therapist up as being incompetent. She 
again phoned her girl friend, who arrived im 
mediately and asked the patient if she would 
like to go to the emergency ward. The patient 
readily consented. 

While in the emergency ward she denied that 
she wanted to die and let it be known that she 
was helpless and dependent. She thus hoped 
to embarrass her fiancé as well as her therapist 
by putting them both in an uncomfortable spot: 
light for not heeding her pleas for help. 


The patients in the second group have 
mixed feelings about death. They are 
unsure of their intent and contradict hee 
selves very often. One patient said: ( 
per cent of me wanted to die; 25 per cent (! 
not. It was that 25 per cent which re 
me from completely emptying the bottle 

ills.” $ 
; The modes used are often more ee 
such as stabbings and leapings- P 
patients attempt to manipulate the envit 
ment, and they want to punish some ‘eat 
who has hurt them. Sometimes the ee 
realizes that attempted suicide wil x 
achieve his desired goals and he stop® 


Here is an example: 


x 


Case 2 


Following a brutal rejection by her husband, 
a 25-year-old woman took tablets for the pur- 
pose of dying. “As I lay there, I thought of 
my family suffering at my wake. Then my mind 
flashed back to by grandfather's wake two years 
ago. My mother, who is a real actress, got 
hysterical and nobody noticed the dead man. 

“I suddenly saw this same thing happening at 
my own wake. Nobody would notice me, and 
my husband would not feel guilty for what he 
had done to me. Then I thought that he is not 
the type to feel guilty. Why should I die for 
him? He wouldn't die for me. He is probably 
watching the late show on TV right now. So I 
got up off the bed, made myself sick, and called 
for help.” 


Case 3 


Mr. C. is another example of this group. He 
was 18 years old and lived with his divorced 
mother and two sisters. He said: “My mother 
is beautiful and looks very young. Some people 
even think we are sweethearts. When she goes 
out with other men it infuriates me, and I lie on 
the bed and masturbate when she is out on a 
date.” 

His mother had had a hysterectomy one month 
Previous to his suicide attempt, and because of 
nervousness she was taking Meprabamate. On 
Occasion, the patient took some of his mother’s 
tablets. He added, “We shared the same bottle.” 
On the day of the suicidal attempt, his mother 
Tejected him in favor of his younger sister. “I 
didn’t feel I was important to her.” 

He became very anxious and depressed and 
Wrote a note telling his mother not to feel too 
guilty because he was killing himself. He put 
this note in the pocket of his trousers and pro- 
ceeded to empty his mother’s bottle of tablets. 
A short while later his mother found him lying 
in bed, glassy-eyed and unconscious. 

When asked what he expected would happen 
after he became unconscious, he answered that 
he hoped his mother would search for his suicidal 
Note and find it in his pocket. This note would 
make her feel very guilty. It would be an im- 
Portant document, and she would put it in her 
Jewel case where she keeps the jewels she wears 
When she goes out with other men. Ever after- 
Ward, when dressing to go out on a date, she 
Would open the jewel box, see his note, and feel 
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very guilty. So the patient, in his suicidal at- 
tempts, accentuates his mother’s guilt by leaving 
her a note and using her pills and comes between 
his mother and other men in the form of a note— 
something he was unable to accomplish other- 
wise while he was alive. 


In the third group the patients want to 
die. The mental state is usually one of 
depression. They are withdrawn, apathetic, 
difficult to communicate with, and persist 
with the statement that as soon as they 
have another opportunity they will make 
another suicide attempt. Frequently there 
is psychotic ideation, with delusions or even 
hallucinations. 

The modes chosen are serious, such as 
leaping or hanging. Multiple modes are 
also used. Although there may be a wish to 
punish someone else, there are usually 
strong guilt feelings that are verbalized 
and lead to wishes of self-destruction. On 
occasion, they may view themselves as 
victims being murdered by another person. 

There are no expectations from the 
suicide. The patients do not view them- 
selves as capable of observing what is 
happening after their death. At times, 
however, their death is viewed as causing 
catastrophic complications of earth-shaking 
proportions. 

Manipulation is not prevalent, and if it 
does occur it is quite unrealistic. There 
is a strong element of impulsivity in this 
group—a warning sign always to be taken 
very seriously. A common reference is 
made to a “sudden urge” or an “inevitable 
impluse” to destroy oneself. 


Case 4 


Mrs. T.O., a 45-year-old mother of two chil- 
dren, came to the hospital after having jumped 
in front of an oncoming subway train. When 
seen, the patient was depressed and insisted she 
wanted to die. 

She was the second oldest of four girls. Her 
mother died when she was four years of age and 
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she had been brought up by a sister who was 
10 years her senior, She married, but this sister 
continued to live with her, During the past year, 
the patient's sister had contemplated marriage, 
and had gone to Europe to think about it. 

The patient's son was married to a girl of a 
different religious background, which made the 
patient very depressed. She had received elec- 
trie shock therapy on an outpatient basis, with- 
out improvement, On the day she attempted 
suicide she suddenly felt very depressed, left her 
home and came to Boston to wander aimlessly 
around until finally she entered the subway sta- 
tion. “As I reached the platform of the station, 


coming bigger and bigger and I had no feeling 
at all, Everything went blank. I woke up at 
the hospital.” 

The scemingly inconsequential detail of her 
noticing the time—2:05 r.m.—was explored, and 


the patient stated that her sister had gone to 


Europe despite her pleading with her and begging 
her not to go. Then suddenly she got very 


“I felt fine, yet that morning I got the idea 
of killing myself. It was the day my sister re- 
ANA She wrote to me in detail, 
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pier to the boy friend’s apartment—approxi- 
mately 20 to 25 minutes. Her sister thus had 
to take a subway train somewhere between two 


tient entered the subway station, thoughts of 
hate for her sister filled her mind. “I could see 
her talking to her boy friend. I wanted to stop 
her and get her back. You see, she had left me 
and now I would leave her.” 

At precisely 2:05 she entered the tunnel and 
imagined, in some peculiar way, the oncoming 
train was the same train, in which her sister was 
riding, and it was this very train that was going 
to kill her. She wanted, therefore, to be mur- 
dered by her sister and she chose a mode—that 
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is, the subway train—to commit suicide, a mait 
intimately connected with her sister 

In her fantasies she made a desperate diet 
to stop her hated sister from visiting her bey 
friend. Having failed in this she waned W 
punish the sister for abandoning her, ew Ë 
this meant her own destruction. The mothe h 
thus obvious. 


We have used various terms such m 
“mode,” “motive,” “manipulation,” asd 
“image,” all relating to the suicide 
attempt. We shall now attempt to define 
these terms, as well as to give additional 
examples from case material. 


THE MODE 


In many of our patients the methods of 
attempted suicide varied, and the weapont 
or tools that they used were all various 
aspects of “the mode,” which Webster 
defines as “the manner or method of doing.” 

Twenty used drugs, such as barbiturates 
phenothiazine derivatives, aspirin, codeine, 
insulin, and demerol. Four patients 
slashing—mostly of their wrists, but one 
tried to cut her throat. Three att 
hanging. Two stabbed themselves. Two 
leaped from high places. Four 
multiple modes, such as gas inhalation ami 
slashing. The following case demonstrate 
this. 


Case 5 


A 34-year-old married woman who had ben 
very beautiful—but after a series of illnesses 09 
a six-month period had lost a great 
weight—had become depressed, tense, we 
to sleep. The day of her suicidal attempt 
suddenly had the thought that she wa or 
at her body for being so thin and not “oe 
to slumber.” She became panicky and felt 
she had to do something about it. 

Then she said: “I oe a razor blade at 
my wrist repeatedly. Blood poured out, but 
my body could not go to sleep- It was ‘A 10 
that I leaped out of the window. Ly 
see my body broken down, finally conquers 4 
lying in the street.” : 


patient took gas and then, dazed, 
Í her wrists. Another took pills and 
t pted to drown himself by jump 
ithe river from a bridge. 
‘following is a report of what hap- 
to a patient who attempted to hang 


Case 6 

old man was admitted to the pay 
fe ward because of chronic anxiety, One 
after admimion, be went to his room in 
afternoon to rest. While be was lying in 

taddenly thought of barricading the door 
his room with the bed so that the nurse would 
to get inside his room. 
tlt that bis personality began to split. His 
side told him not to listen to the dark, 
M. deadly side of him that urged him to 
` urge, he thought, would overpower 
tional self, and he felt helpless to control 

‘He suddenly got out of bed, took all 
off, put a chair under a curtain- 
Mrong cnough to hold a man’s weight 
M placed his belt around it, dimbed on the 
if, wound the belt around his neck, and be- 
fo masturbate. Just before he had an orgasm 
sped off the chair. 

ely, the belt snapped. Having failed, 
red to repeat the same This 
planned to use the cord of his electric 
At that moment, however, another pa- 
to open his door, found it barred, 
alarmed, and called the nurse on duty. 
th managed to get inside the room just 
to stop him. A while later he said: 
ole thing was very perplexing and fright- 
Tt was that silent, dark urge.” 


impulsive and bizarre suicide at- 
unusual in our series. More com- 
is the choice of a mode intimately 
ted with the motive of the suicide 


ction of the mode is associated, 
with another person, whom the 
nts to punish by making him- 
s ictim; he selects for this purpose a 

or tool belonging to the other 
he entire style and setting may 
ged as to maximize the result of 


Patients who attempted suicide 
MINTON AND MC COURT 


the suicide attempt: c g. one patient used 
her lover's prescription to get pill, took 
them and went into her lover's bedroom to 
die. 

Thus, through this suicide attempt the 
patient becomes an instigator who pamively 
seu in motion š series of actions or steps, 
taken by others, that he hopes will lead to 
the punishment or destruction of the penon 
with whom he is involved. The patient 
views himself as actually being killed by 


ing case: 


THE MOTIVE 


The reason for the suicide or “the motive” 
Webster defines as follows: “That within 
the individual that incites him to action.” 
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Not only is the motive associated with the 
mode but also, in turn, with the intraper- 
sonal emotional conflict that involves the 
patient’s desire to live or desire to die. This 
conflict—which we have selected as our 
main criterion to classify our patients— 
arises from a series of unsuccessful attempts 
by the individual to solve or overcome 
emotional crises by maladaptive responses. 
Painful emotions and progressive isolation 
of the individual from his environment are 
the result. 

The patient starts to consider the possi- 
bility of dying because he is flooded with 
painful feelings that demand alleviation 
and finally incite him into action.1 These 
painful feelings seem to be mainly hostile 
ones and are expressed by destructive action 
of the self. In some cases the suicide act 
can be an attempt to escape from hostility 
or pain which seems to be overwhelming. 
As in one of our patients, these painful 
emotions are usually associated with an 
interpersonal conflict involving a possibly 
threatened, lost, or actually interrupted 
relationship which the individual unsuccess- 
fully attempts to restore, resulting in further 
frustration. The other person is then 
viewed as a villain and blamed for every- 
thing. The patient’s anger rises, and his 
life and death struggle reaches an inevi- 
table climax. He sees no solution. One 
and only one way is left open to him. This 
he finally follows as he expresses his rage 
by taking hostile action at himself. In most 
of our patients, however, this action is 
easily demonstrated to be directed at the 
other person. 


This need for revenge or punishment is 


ss 
1Sifneos, P., C. Gore and A. Sifneos, “A Prelimi- 


nary Study of Attempted Suicide As Seen in a Gen- 


eral Hospital,” American Journal of Psychiatry, 
112(May, 1956), 883-88. 
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stated openly at times, or, if not, it is easily 
seen in the patient’s fantasies about his 
future expectations. Often, therefore, the 
person who attempts suicide is someone 
who will hurt himself and endanger his life 
to get back at somebody else who, he feels 
has hurt him. The woman who took her 
boy friend’s insulin is a good example of 
this. 

The suicidal act itself can be associated 
with a desperate attempt at manipulation 
of the environment. Twenty-four of ou 
patients wanted in some way to rearrange 
to their own advantage a situation cm 
cerning other people. Webster define 
manipulation as “control by action or mat: 
agement artfully or fraudulently.” Iti 
closely connected with the interpersonal 
conflict, as well as with the patient's wishes 
to live or die. Thus, it is related directly 
to the motive and the mode of the attempted 
suicide. 

It is through the manipulation that the 
patient expects to restore the threatened 
or ruptured interpersonal relationship. 
hoping to bring back the departed oF lost 
person. Also through manipulation 
the suicide act can express his dammet-p 
hostility at another person. 

Manipulation can be effective oF unreal 
istic. The former is successful, and i 
patients, having changed the environm 
to their own satisfaction, can go on al 
in the way they desired. Here 5 
example: 


Case 8 


ent 
A 28-year-old, single woman, after oe 
with her boy friend, went to the ba itu 
his apartment, took a handful of kei ie 
that belonged to him, then slashed he i 
with his razor blade, because, €xasp' Gps and 
her, he called their relationship “ 
threatened to leave her. She admitte uc 
ing suicide to punish him and actually š 
in forcing him to stay with her. 


Case 9 


A 22-year-old, single female student was 
brought to the hospital in coma, having taken 
a handful of barbiturate capsules. She was very 
attached to her father, but she was annoyed 
with him because he paid more attention to his 
work than to her. The previous year she delib- 
erately had an illegitimate baby, in an attempt 
to make her father angry, but he ignored her, 
and this made her angry. 

The day of her suicide attempt she took a 
plane to Boston to start “a new life,” and to be 
with her boy friend who attended a local uni- 
versity. Her father drove her to the airport. 
He did not speak, nor did he say goodbye to her. 
Throughout the plane ride to Boston she thought 
constantly about her father. She became more 
and more angry and thought of suicide. She 
went directly to her boy friend’s apartment. He 
greeted her coolly and proceeded to call one of 
his girl friends on the telephone. Later, he told 
her that he was interested in other girls and 
emphasized that she should live her own life. 

She became very vindictive from then on, and 
said: “I felt numb when my father ignored me. 
My boy friend made me feel ashamed of myself. 
I wanted to teach both of them a lesson. I told 
my boy friend I had some pills in my pocket- 
book, and added that I felt very irresponsible. 
He was surprised and asked me to give the pills 
to him, but he did not insist, He was so insensi- 
tive. I guess he did not care. Then suddenly 
Í thought of my father’s face—glaring, but not 
looking at me. I got up quietly, went to the 
living room and made a lot of noise dropping 
My suitcase on the floor and taking the pills out 
of my purse, but my boy friend did not react. 

© probably did not hear me. I then went to 
the bathroom, and I swallowed the pills. I 
don’t remember anything after that. Today he 
Said that he found me lying down a half-hour 
later, He thought I was using the toilet. How 
Stupid can you be?” 

When asked what she expected to achieve by 
Committing suicide, she announced that she did 
Rot wish to die, but wanted to punish her father 
en her boy friend for not caring. Later on that 
ày she said that she had decided to leave the 
eal Her boy friend had come to ask her 

°rgive him for being “so blind” and promised 
h m then on to devote all his time to helping 
wt settle down and live in Boston. She was 
Mbilant about her effective manipulation. 
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Unrealistic manipulation, on the other 
hand, involves only a wishful expectation. 
Thus, it is fictitious, because only in fantasy 
does the patient achieve what he wants. 

The expectations of what the suicide 
attempt will achieve are associated usually 
with an image or a vivid visual fantasy. 
This, in turn, is related to a minor, seem- 
ingly insignificant or unrelated detail, such 
as, for example, the time 2:05 p.m. in the 
patient who jumped in front of the on- 
coming subway train. This image is a 
clew of vital importance in understanding 
the whole complex picture of the suicide 
attempt. It is like a key that opens the door 
to a series of associations that finally lead to 
a dramatic denouement. The mode and 
motive, the emotional conflicts, and manip- 
ulations—all these kaleidoscopic pieces— 
suddenly fit into a neat picture. We were 
able to obtain such an image in 21 patients, 
and we suspect that in some cases we could 
not detect its presence only because we had 
not seen the patients long enough. 

For example, one of our medical students 
was able to obtain such an image in his 
patient—a young woman who took bar- 
biturates in an attempt to kill herself, 
but stubbornly denied having any motive 
or any fantasies. After he had interviewed 
her about three times a week for a two-week 
period, he suddenly heard his patient reveal 
with much feeling an image she had about 
her mother, whom she wanted to punish. 
She viewed her mother as being so lonely 
and depressed after the suicide that she 
was unable to work and had to be admitted 
to a mental hospital. 

The patient's wishes to live or die can 
be ascertained by the presence or absence 
of this image. It is very hard to find such 
an image in those patients in whom there 
is a real desire for death. Everything seems 
to be just blank. “I would be dead and 
that’s that.” However, in other patients, 
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who are more loquacious about what they 
really expect to happen as a result of their 
action, one finds that such an image is 
connected closely with the effective environ- 
mental manipulation. The patient usually 
views himself as having died, yet he appears 
to be very much alive and able to observe 
what he does and what is happening around 
him. 


Case 10 


“I could see my son running around trying to 
get a leave of absence from his job, and rushing 
finally to come to see me,” said a 40-year-old 
mother, who was found unconscious by her hus- 
band from an overdose of codeine and aspirin 
pills. Her son did exactly what she had wished. 
He came to visit her in the hospital within 24 
hours. 


Here is an example of a patient who had 
an image associated with an unrealistic 
manipulation. 


Case 11 


A 27-year-old, married mother of one took a 
handful of Miltown and codeine tablets and 
drank some whiskey. She gave us this descrip- 
tion: “I could see myself lying inside the coffin; 
my weak husband was crying helplessly, saying 
that he could not live without me; my hated 
mother was also there beating her bare breasts 
(a cultural custom of her national group), scream- 
ing, ‘How could I have been so blind? I am 
to blame for the death of my daughter.’ ” 

As she started to feel drowsy she thought of 
calling the hospital to find out if she had taken 
enough to die. Her image went on: “I could 
see a doctor answering and saying, ‘No, it is 
not enough.’” She would go on, take twice as 
much more and die, Then the silly doctor would 
also be viewed joining the group around her 
coffin looking very foolish, 

She did call the hospital, and the doctor told 
told her to come right away to the emergency 
ward. She did. “I was mad at him because 
he ruined my picture,” she said, “but by then 
I did not want to die any more.” 


Here is another example. 
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Case 12 


M.L., A go-year-old nurse, came to the bot 
pital in coma, having taken an unspecified num 
ber of nembutal capsules. When seen a few 
days later, she said that she attempted first W 
slash her wrists but when she was unable W 
get “enough blood” she became angry and took 
the barbiturates. She said she was angry at her 
self, but quickly mentioned that her action bat 
something to do with Dr. F.'s unwillingness @ 
see her. For one week she had tried unsuce® 
fully to get in touch with him and eagerly waltel 
for his telephone call, but nothing happened. 

The patient related that she felt progressive 
more depressed and preoccupied with the thought 
that Dr. F. was constantly with a woman patient 
who had attempted suicide by taking 30 nembe 
tal capsules three months previously. Four W 
before her attempt, having failed to get in toudi 
with Dr. F., she went to see Dr. R. and 
him for a prescription for nembutal. She related 
with much feeling what a fast talker she wa 
able to conceal her feelings for Dr. F., and be 
fool Dr. R., but she also felt annoyed with him 
because he did not try to understand her 0 
question her about her feelings. 

The day of her attempt she finally spoke 
Dr. F. and asked him to sce her, but he retus 

° R., who 
again. She started to cry and called Dr. a " 
came immediately to her room and Ini 
soothe and reassure her. She stopped pe 
and pretended that she was going 0 
Thinking she was asleep, he left. win 
about her feelings for Dr. R., she said tha w 
liked him only casually, because be we 

Then, bursting into tears, she exclaim“ a 
love him more than any other person ie j 
world, but he did not seem to care for bs 
he failed to realize how depressed I iat 
wanted to hurt him, so I left the pills 
had given me on the desk for him De: he 
he paid no attention. I was angry: 
left I tried to slash my wrists and whe 
came out, I didn't know what to do. 


i is pi „s name W y: 
bottle with his pills. Die alee we 7 
by one. I then left the bottle on MY ys 
thought maybe Dr. F. wo $ à 
“a suicide' like his interesting P 
mad at both of them for ignoring ° 
me the drugs to kill myself, for paying 
tention to their patients than to me rood ™* 


ders 
angry at my parents who never un! 


more 


= 


I could see myself exploding like a bomb. 1 
was glad to see them all ruined because I knew 
I was right and they were wrong. I knew Dr. 
R. would be blamed for my suicide. I did not 
want this to happen, yet I wished it, too.” 


This patient's motive was a wish to pun- 
ish the two doctors, her parents, and her- 
self. In addition, there was a strong ele- 
ment of manipulation, She took the exact 
number of barbiturates that the suicidal 
patient had taken in an effort to manipulate 
Dr. F. to treat her. These were the nem- 
butals Dr. R. had prescribed for her. She 
wanted to get him into trouble. Finally, 
there was the fantasy of her exploding like a 
bomb, yet of her being able to observe 
with sadistic pleasure the ruin of the two 
doctors as well as of her parents. She thus 
felt completely vindicated. . 


DISCUSSION 


Some suicide attempts present a paradox 
that at first glance seems difficult to ex- 
plain. How could the person who attempts 
to destroy himself seem to be so involved 
with life? This riddle can be solved only 
if one takes into consideration the patients 
Narcissism. 

This intense self-centeredness, with its 
enormous preoccupation on pleasure and 
satisfaction, is a powerful motivating force. 
Frustration caused by the loss of pleasure 
gives rise to furious rage and sadistic thirst 
for punishment of those who are viewed 
responsible for it. It leads to the frenzied 
efforts for revenge and for complete vindi- 
cation of the individual self, who, at times, 
in order to win, must be sacrificed by the 
final, triumphant, and absurd act of sui- 
cide. 

One could, however, raise the question 
of why some patients, angry. at someone 
else, do not express their hostility directly 
at them, but choose instead to injure or 
kill themselves—“turn this hostility in- 


Patients who attempted suicide 


SIFNEOS AND MC COURT 


ward,” as it is commonly referred to. One 
possible explanation is that the attempted 
suicide is a positive act in that the patient 
is willing to endanger his life to keep this 
emotionally important person alive because 
he is of such great importance and so vital 
to the patient that life seems impossible, 
inconceivable, without him. 

One of our patients stated: “I'd be noth- 
ing without my wife. I could not live with- 
out her.” It would be inconceivable to kill 
a person so important and place himself 
in a world without her. It would be a 
“fate worse than death,” he added, He 
could never kill the only person worth 
living for, but then why attempt suicide? 
It is possible that he views himself as just 
as essential to this person—and just as 
vital—as the other person is to him. What 
would be a worse punishment for such a 
person—a “fate worse than death”—than 
removing himself forever? 

There are many other unsolved ques- 
tions that only further observations and 
research work in the whole field of at- 
tempted suicide will answer. From our 
study, all the interrelated aspects of the at- 
tempted suicides which we have presented 
vary a great deal, and are associated with 
the basic problem that each individual pa- 
tient tries to solve in his own unique way. 
This problem can be outlined by examin- 
ing the mood, motive, expectations, and 
style of the suicidal attempt. The patient 
can be helped only if he is understood 
individually and aided to achieve the de- 
sired effects of his manipulation in more 
realistic ways, so as to prevent him from 
eventually committing suicide. 


SUMMARY 


From our observations of 35 patients who 
attempted suicide and were admitted to 
the psychiatry service of the Massachusetts 
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General Hospital, the state of mind that 
produces suicide was found to be associated 
with a melange of wishes for life and for 
death, resulting from progressively unsuc- 
cessful attempts to overcome painful feel- 
ings arising from interpersonal life situa- 
tions. These painful feelings were mainly 
hostile, and this hostility was experienced 
as a desire to punish oneself, and incited 
the patient to take the only action possible: 
to attempt to kill himself. Hostility was 
thus connected with the motive and mode 
of the suicide attempt. 

The suicide act, in some cases, was a des- 
perate attempt to manipulate the environ- 
x ment and (a) an attempt was made to re- 
store an interpersonal relationship, hoping 
to bring back a departed or lost person, 
and also, (b) to express hostility which at 
first was referred to as anger at the patient 
himself, but in many patients was demon- 
strated to be directed at the person who was 
lost or threatened to depart. There were 
two kinds of manipulation: a) effective 
when the patient achieved what he wanted 
in reality, or b) unrealistic when he suc- 
ceeded only in fantasy. 

The expectations of the results of sui- 
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cide were usually associated with an image 
or visual fantasy which was hard to get at 
in some patients. It was usually obtained 
from a seemingly inconsequential and insig 
nificant detail. This image was also related 
to the wishes to live or die, and to the 
manipulation of the environment, effective 
or unrealistic. 

It was thus associated with the motive 
and the mode. It presented the patient 
as dead, having succeeded in his suicidal 
attempt, yet very much alive, the center 
of attention, able to interact sexually, pun- 
ish sadistically, or even destroy a lost per 
son. In addition, this image seemed to pro- 
duce a state where the patient felt com- 
pletely vindicated for his actions, and ob 
tained graification or committed acts he 
could not have done while he was alive. 

On the basis of these findings our patients 
were classified into three groups accord- 
ing to their desires for living or dying. 
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For an understanding of the psychological 
basis of activities in medical rehabilitation 
one may well examine some of the unique 
factors in the education and culture of the 
people. 

One of the characteristic and distinctive 
qualities of the Norwegian is his coveted in- 
dividuality and the pride he has in the 
personal dignity which comes from being 
the master of his own destiny. He has a 
deep respect for human life and its preser- 
Vation in nature's action and beauty. There 
are probably no other people who have 
More flowers or pictures in their homes and 
live so much in the open. 

These personality characteristics and aes- 
netic appreciations may well come from his 
Vigorous early education. Norway has a pre- 
Ponderance of small and modestly equipped 
Schools. More than 50 per cent of the 5,400 
Schools have fewer than 13 pupils and 900 
have fewer than 50. The Norwegians live 
on hundreds of islands, or in farming or 
Coastal areas and are further separated by 
Sea and fjords, vast areas of mountains, 
Moorland and forest. 


Norway’s activity programs in 
mental rehabilitation 


The teaching of physical education in 
Norway gives additional insight into the 
social culture of its people and contains im- 
plications of significance in attempting to 
understand the kind and specific applica- 
tion of activities which might be utilized as 
a basis for a study of their social transfor- 
mations into therapeutic resources. 

All children are required to attend school 
for at least seven years, and sporting activi- 
ties are organized and planned on a school 
basis. Differing from the American system, 
however, the sport activities in the schools 
are carried out by volunteer workers and 
the over-all program involves hundreds of 
teachers and thousands of children. 

While the program began in the schools 
the need for a national controlling body led 
to the establishment in 1922 of a National 
Council for Schools Sports (Landsnemnda 
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Skoleidrett). The Council is under the pa- 
tronage of the Ministry of Education and 
consists of representatives of the ministry, 
the Norwegian Sports Federation, the medi- 
cal association and the various teachers’ or- 
ganizations. While composed of these vari- 
ous groups to insure the fullest support in 
the state and community, it was the firm 
belief of all concerned that such an ele- 
mental program of sports could best func- 
tion in an educational context and that it 
should therefore be entrusted primarily to 
the teachers’ organizations. 

For the preparation of the teachers in 
this physical educational area the following 
aims were originally established (2): 


1. The development of personal skill of 
the teachers in sports and games. 

2. The establishment within the teaching 
organization of an extensive organiza- 
tion for the promotion of school sport- 
ing activities. 

3. Through co-operation with the school, 
subjects of physical education (Kropp- 
söving) were established to increase the 
interest in summer and winter sports 
suitable for children of different ages. 


This organization of activities on a volun- 
teer basis brought in many valuable social 
contacts and motivations from the com- 
munity and served to establish a noncom- 
mercial atmosphere. Exercise and play 
matters thus became a part of the culture 
of the community, providing the necessary 
social basis for their transformation into 
therapeutic resources. 

A typical sport activity of growing im- 
portance in Norway (Orientering) should be 
mentioned in this connection. 

This is cross-country running with map 


and compass. This activity was organized 


mainly for secondary-grammar school pu- 
pils. This may become a social enterprise 
in which several individuals are able to 
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realize in a group setting their primitive de- 
sires to explore and meet and control some 
of their far-off environment—the hills and 
mountains. The urge to explore in this 
way affords a strong motivation to learn to 
read maps and use the compass, and in this 
way a natural physical education situation 
is created in which healthful aggressive at- 
titudes develop and some of the basis for 
social growth comes into being. 

Now, as to activity programs in mental 
hospitals. 

Ødegård (1) calls attention to the early 
lunacy law drafted by Herman Mayor, the 
father of Norwegian psychiatry, in 1948. 
This legislation has no parallel in any of 
the foreign laws which he used as patterns: 

This law stated: “In every mental hospital 
care should be taken that the patients have 
the opportunity of leading a social life and 
of being regularly occupied.” To insure 
that the law would be carried out, hospitals 
were required to keep a daily record of the 
number of patients occupied. This funde 
mental policy established the broad guide- 
lines which made work an essential of ps 
chiatric treatment. 

Dr. @degàrd cites data from the Gaustad 
Hospital in Oslo, Norway, covering the 
period of 1857-1866, which demonstrate 
fluctuation of interest in the work program: 
In the early period patients engaged in the 
regular routine of the institution including 
farming, housework, production and pa 
of clothing, shoes and furniture. For 
patients unable to do this type of wor 
simpler activities such as picking of ragh 
oakum and horsehair were provided. ia 

Much of the initial enthusiasms ta 
program was lost in the succeeding on x. 
however, reaching a minimum of 4 RS; 
cent in 1917-1926. This was followed p 
ever, by a maximum of 74 per cent pe j 
and 64 per cent for women occup' 
1941. These percentages for Norway 


pecially creditable when one realizes that 
‘over 50 per cent of the patients in that 
country are cared for outside the hospital 

supervised family care, and that these 

tients in extramural care naturally rep- 
resent the more active and more favorable 
diagnostic types. 

From comparisons with other mental hos- 
pitals in Norway it is evident that a highly 
varied category of activities, graduated in 
complexity to meet the abilities of all types 
f patients, is necessary if all patients are 
to be given opportunity for constructive ac- 
vity. 

The Norwegian psychiatric services are 
characteristically utilitarian and realistic, 
the cost of comparative services being care- 
ully analyzed in relationship to diagnostic 
nd prognostic considerations. 

Ødegård said that occupational therapy 
is generally contraindicated in depressions 
with marked inhibition, and that in certain 
cases such as organic psychoses with severe 
deterioration and poor physical condition 
this approach is useless (1). 

He feels that the tendency of depressives 
to work as an atonement should be directly 
discouraged; that senile patients should be 
occupied as long as they are able; and that 
certain paranoid schizophrenic patients 
should be left alone until they request work. 
With this exception, however, the schizoph- 
Tenics can be approached more advantage- 
ously through work than can any other 
diagnostic group. Work has become an in- 
dispensable part of the total psychother- 
apeutic treatment for patients who have 
undergone shock treatment. 

This type of utilitarianism is shown in 
the utilization of male and female nurses 
who are placed in charge of occupational 
therapy activities in addition to their regu- 
lar nursing duties. The production of 
things which can be used in the hospital is 
emphasized. These simple techniques can 
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be easily learned. It is the feeling that the 
psychiatric handling and motivating of pa- 
tients is more important than the precise 
knowledge of the activity techniques, and 
that for these areas, trained activity ther- 
apists would represent an unnecessary ex- 
pense. 

Dr. Ødegård observes: “The large hos- 
pital farms are becoming increasingly un- 
popular and no doubt gardening is prefer- 
able to farming because the work is less 
seasonal and more varied. In the hospital, 
organization of activities progression is pro- 
vided from the job in the hospital to a 
job on the outside, when this is feasible (1). 

From the beginning, which may be in 
some simple, supervised activity, the patient 
may be transferred to regular work in the 
kitchen, engine room and one of the various 
work shops preparatory to discharge from 
the hospital. In this way all of the hospital 
personnel are involved in the work pro- 
gram for patients, and get valuable ex- 
perience not only in becoming acquainted 
with the management and motivation of 
patients, but also in the social and sociali- 
zing role of the progressive hospital. 

For the overly active disturbed patient, 
the Gaustad Hospital has utilized what it 
calls handbarrows, carriers similar to wheel- 
barrows without the wheels and having 
handles at both ends. Using these, patients 
carry loads of coal, snow, gravel, wood, 
potatoes, etc. The writer saw this activity 
and was impressed by distractible patients 
becoming a part of a co-operative activity, 
seeming to find some satisfaction and con- 
trol as they grasped the handles and carried 
the loads as directed. Every patient in one 
of the disturbed wards was able to engage 
in this activity and there was no need for 
restraint, One is reminded of Adolf Meyer's 
concepts “of sensory integration in which 
the patient touches the object and comes 
into direct contact with reality.” 
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The work program is considered as an 
integral and necessary part of the total psy- 
chotherapeutic milieu, and it is the belief 
of the hospital administrators whom I con- 
tacted that the patients should not receive 
money for this area of their treatment, that 
the aim is to make them self-supporting, 
and that the work in the hospital is the 
necessary step towards their rehabilitation 
to a job in the community. The working 
day for patients is six-and-one-half hours. 

The open ward exists as a reward, a pro- 
gressive step, and no patient is allowed this 
freedom unless he is fully employed in ac- 
cordance with his physical abilities. There 
are, however, modest payments as an in- 
centive for work at regular intervals and 
increased rations of tobacco for work ac- 
complishment. Patients are permitted to 
do extra work in their spare time, for which 
they are paid, but this work is kept separate 
from their hospital work assignment. 

Among the beneficial results of work 
therapy at the Gaustad Hospital the follow- 
ing is cited: 

Mechanical restraint of any type is never 
used. Isolation is used in less than 1 per 
cent of the total treatment days, and chemi- 
cal restraint is rarely used. While it is 
difficult to make meaningful statistical com- 
parison with other hospitals because of the 
different types and degrees of psychiatric 
involvement, it can be stated that this favor- 
able, over-all treatment situation is general 

in Norway's mental hospitals, and the re- 
sults are considered to be concerned to 
a major degree with the work programs, 
which have become such a necessary part 
of treatment policy. 

The following description of three typi- 
cal gymnastic classes for psychotic patients 
in the Gaustad Hospital, under the direc- 
tion of Mr. Odd Helland, chief of physio- 
therapy for men, will give a picture of the 
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activities, their therapeutic aims and 
plications: 

The first class consisted of 35 
chronic patients, ranging in age from $% 
60 years. The session lasted onea 
half hours. The activities began with a sti 
ulating musical introduction, followed by 
marching routine which began with a fai 
slow movement and increased in tempo 
fast marching and trotting, with variati 
of stamping to keep with the rhythm. 

Free movements were encouraged, with 
routine of high stepping. These 
ments were then slowed down and 
music was played on the record player. 
male patients then approached the 
nurses, student nurses and pleiers (at 
ants) in a gracious manner, smiling 
making a slight gesture of request, and 
dance began. The music consisted of 
acteristic Norwegian folk dance rhyth A 
(the reinlender), allowing considerable 
ation for various steps and tempos. U 
the American hospital custom, there a 
no volunteer partners from the commu 
in attendance at either the class 
or at the ward parties—except rarely. Th 
female partners for the patients are sel 
from hospital personnel. 5 

A second class of 9 male psych 
patients engaged in gymnastics which Amet 
icans would consider unusually vigorous 
their age (ranging from 30 to 60 ee 
age). These exercises began with baer 
fast marching in which quick o É. 
changed the direction, and various “a 
cluding stamping and high stepping "i 
unusual demands on the endurance. 
thenics including free-arm exercises, ha 
ing and tensing movements and pu ee 

iven in fast time and in a Vig" 
were given in fas : tie 
manner, under the direction of en 
leader, encouraged and at times assis 
the director. 


This was followed by somersaults for- 
ward and backward on the mat, exercises on 
the horse and somersaults on an elevated 
tumbling mat, making it necessary for the 
individual to get a fast start and execute a 
jump and turn over, which requires con- 
_ siderable physical dexterity and strength. 
< It was surprising to me that men of these 
ages—one was 60 years of age—could ac- 
complish such physical feats. I do not 
believe such gymnastic ability would be 
found in comparable ages in American men- 
tal hospitals. 

A third class consisted of 5 young men 
later joined by another who had come back 
to the hospital for regular exercise periods 
after being discharged. These patients 
from 21 to 25 years of age appeared to be 

in the peak of physical strength and pro- 
ficiency. The exercises started with the 
usual marching, but in this case the tempo 
Was unusually fast, building up to a cres- 
cendo of running and free body movements 
of quick execution and changes of move- 
ment patterns such as running very fast to- 
ward the wall and stopping abruptly. 

x This was followed by most vigorous calis- 
thenics led by a patient leader. Tensing 
€xercises, stretching and bending, push-ups 
the floor and tensing and stretching 
exercises on the stall bars were followed by 
tumblings on the mat on the floor, tumbl- 
on a mat elevated on a platform and 
€xercises on the horse. 

These activities were accomplished not 
Only with speed and dexterity but with a 
‘Professional flare which one would expect 
only from one of the best gymnasts in our 
Schools of physical education. All of these 
Vigorous exercises seemed to excite genuine 
Pleasure and a sense of deep satisfaction. 
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oughly trained in exercise and a dynamic 
and well-liked motivator. He is employed 
part-time in the hospital and has an ex- 
tensive professional business outside the 
hospital. His presence brought to my mind 
the importance of the community motiva- 
tion in the hospital—the advantage of 
bringing such new vitality from the com- 
munity into the hospital—and this is in 
line with the social philosophy of Norwe- 
gian psychiatry as typified in its stress on 
home care and other community affiliations. 

Any statistical comparison of the results 
achieved by so-called American and Nor- 
wegian systems would be difficult for many | 
reasons; particularly because more than 50 
per cent of Norway's patients are under ex- 
tramural care, leaving a residue in these | 
hospitals of the two extremes of psychiatric ` 
types—the acute and the chronic—and tak- 
ing out of the hospitals the treatment cate- 
gories which include the most favorable 
types for effective rehabilitation. In Amer- 
ica the development of foster homes and 
nursing homes is far less extensive, and the 
hospital includes a larger ratio of patients 
susceptible to improvement and rehabilita- 
tion. 

In general, it appears that the Norwegian 
hospitals are more work-centered, more con- 
scious of the cost, and they are prone to 
administer group rather than individual 
activities. I found but little evidence of 
the individualized prescription of physical 
activities for socialization in their gymnastic 
program, which appeared to be most in- 
teresting and highly motivated in both 
instructor and patient. These exercises ap- 
peared to be more on the side of physical 
conditioning or reconditioning than re- 
socialization, although the milieu was 
pleasant and invigorating. 

Their recreational programs of parties, 
dances and social games appeared to be 
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exceptionally well-organized and to be en- 
joyed by the patients. The activities were 
quite similar to those carried out in 
America. There was one difference, how- 
ever. The Norwegians do not have the 
highly developed volunteer services which, 
in America, provide large groups of well- 
trained volunteers to visit the hospitals, 
organize many such parties and bring in 
dance partners from the outside. The 
dance partners in the Norwegian hospitals 
are generally limited to volunteers and 
therapists. 

The great variety of recreational sport 

» activities utilized in the American hospitals, 
not being a part of the culture of the 

= Norwegian, are naturally not present in 

> their programs. Skiing is the universal 
activity of the Norwegian and has become 

_ an important therapeutic outlet in the 
hospital. 

In general, the utilization—in the United 
States—of play as a means of therapeutic 
communication in affording data for diag- 
nosis and prognosis has not been a part of 
the Norwegian therapy. The writer, how- 
ever, found considerable interest in this as- 
pect of activity therapy and believes that 
study and consideration will be given to this 
area as a possible future addition to their 
therapeutic armamentarium. 

In both physiotherapy and gymnastic 
schools, staff appear to have a feeling that 
more attention should be paid to the psy- 
chiatric areas of the health field in which 
they have a professional interest. Follow- 
ing the example in Sweden, I believe these 
schools will include in their future cur- 
ricula more subjects devoted to psycho- 
logical aspects of physical exercise. 

It appears that along with the continued 
refinements of verbal psychotherapy, there 
is growing in the Norwegian hospitals an 
interest in the more precise application of 
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nonverbal activities and an interest in the 
theroretical areas pertaining to the psycho- 
dynamics of physical activities which might 
have value and significance in the develop- 
ment of a more scientific discipline of exer- 
cise in psychiatric practice. 

The medical leadership of the Norwegian 
hospital system is dedicated, highly moti- 
vated, progressive and open-minded. One 
cannot fail to be impressed with the per 
sistent efforts of the medical staff constantly 
to seek better ways and to try out any 
method which appears to have some value. 
One is also impressed with the appearance 
of the patients, the superior housekeeping, 
the relaxed and permissive attitude of the 
patients, and their apparently close and 
affectionate relationship with the doctors, 
nurses and other therapy personnel. The 
hospital climate is bright and stimulating. 


CONCLUSION 


The school training of the child in physical 
education, with its stress on the develop- 
ment of motor skill and the voluntary basis 
for its instruction provides a cultural back- 
ground for the utilization of physical mi 
ties as therapy. Small and isolated schools 
contributed to an urge for self-determr 
nation and independence which have E 
part of the cultural pattern of the No i 
wegian and have given him some of p 
gressive qualities so necessary 10 the € 


tive application of therapy. 
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Some observations on psychiatric 


consultation with nursery 


It has become increasingly common for 
community agencies of various sorts to 
recognize a need for consultation from psy- 
chiatrists and trained clinical workers in 
such related professions as psychology and 
Social work. 

Personnel engaged in such professions as 
the Ministry, nursing and teaching, giving 
direct service to groups of people, are con- 
fronted with a need to recognize abnormal 
behavior as well as to understand normal 
human motivation and patterns of emo- 
tonal expression. Often, however, psycho- 
logical awareness has received little stress 
m the curricula of their professional train- 
ing. 

Inservice education or psychologically- 
Oriented consultation in connection with 
Practical problems encountered on the job 
may be used to supplement professional 
training and greatly increase the effective- 
ness of workers who are dealing in one way 
°t another with the problems of other 
People. 

In each type of profession, the nature of 

e Hork tends to attract individuals who, 


school teachers 


despite many dissimilarities, may share 
certain personality characteristics. The type 
of work itself may also engender specific 
attitudes and arouse anxieties common to 
many members of the group, regardless of 
the personal characteristics or neurotic con- 
flicts of any individual member. Consul- 
tation serves an important function by 
identifying the ways in which such shared 
attitudes or anxieties are interfering with 
the professional functioning of group 
members. 

Individuals in the group may be relieved 
of anxiety, and may actually achieve con- 
siderable insight into their own sources of 
conflict through improved awareness of re- 
actions common to the group as a whole. 


Dr. Parker is clinical instructor in psychiatry and 
lecturer in mental health at the School of Public 
Health, University of California, Berkeley. She is 
also consultant to the guidance staft of the Berkeley 
Public School system. 

This article was adapted from an address presented 
to a group at a meeting of the National Association 
of Nursery School Teachers held in Asilomar, Calif., 
in November, 1960. 
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Whereas focus on the conflicts of any indi- 
vidual may be extremely damaging to the 
morale of the group as a whole, a group 
can almost always accept insight into shared 
reactions. Consultation focused on prob- 
lems common to a particular type of group 
may, therefore, have therapeutic effects 
upon an individual member of the group, 
without directly attacking his personal re- 
sistances or ego defenses. 

Workers trained in psychiatric principles 
and therapeutic techniques can best act as 
consultants to a nonpsychiatrically trained 
professional group if they first familiarize 
themselves with the attitudes and anxieties 
specifically related to the work and training 
of that group and the milieu in which that 
work takes place. 

In previous publications I have touched 
upon some of the commonly shared prob- 
lems of public health nurses and public 
school teachers (1,2). This paper will dis- 
cuss ideas and feelings frequently encoun- 
tered in diverse groups of nursery school 
teachers with whom I consulted in weekly 
interviews over a 10-year period. An at- 
tempt will be made to clarify the sources 
and effects of such ideas, and to indicate 
ways in which a consultant may deal with 
them in order to prevent their interference 
with effective functioning of the teachers. 

In the vast majority of topics that I heard 
raised by nursery school teachers with whom 
I consulted, 10 ideas appeared prominently 
and seemed to be generally shared. 


(1) It is unprofessional for a teacher to 
become angry at a child or his par- 
ent(s). 

(2) If you understand a problem, you 
should be able to solve it. 

(3) “‘Permissiveness” is good, ‘“Authori- 
tarianism” is bad (or vice versa). 

(4) A really good teacher never dislikes a 
child. 
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(5) A teacher should be able 
children who show an obvio 

(6) A prime goal of nursery 
help all children become 
with the group.” 

(7) It is an important part of 
job to help parents develop” 
relationships” with their chil 
do so, the teacher's role is ones 
seling with mothers and 
their personal problems. 

(8) Disturbed parents and/or fan 
tionships produce disturbed 
invariably. Or 

(9) A disturbed child will inevit 
found to have a disturbed 

(10) If a teacher does feel anger, € 


pression of that feeling. 


Some of these ideas are enti 
ous, and some are true under ¢ 
ditions but not under others. % 
these ideas set up stereotypes wh 
it difficult for teachers to use 
perception of observable behavior} 
to make a correct evaluation of in 
situations. These ideas are ) 
many of the conflicts that impede th 
of teachers to deal adequatel 
problems of children and pa 
schools. 7 

I found that in a large number 
situations with which nursery sc 
ers were having difficulty, there 
dence of guilt among the teachers ¥@ 
feelings that, although perfectly 
understandable, they felt they 
be having. Frequently this gus 
them feel they should act in such 
to hide or counteract these feelings 
ever they did so, they became 
lost objectivity toward the pIo 
the vast majority-of cases they ® 


knowledge necessary to handle the problem 
wxcessfully, but they were unable to use it 
tfectively because of their guilt. 

I shall try to indicate some of the ways 
in which these ideas create difficulties, and 
tome of the ways in which these difficulties 
may be prevented. 

First of all, the feeling that anger on the 
pb is unacceptable has seemed to me to be 
Starly universal among nursery school 
teachers. Often they cannot admit even to 
themselves that they feel angry at, or dis- 
like, any child. No matter how much 
Provocation they have had, if they get angry 
they feel guilty. They frequently try to 
hide the anger by being especially patient 
and understanding with the child. 

It is an empirical fact, however, that 
when a person tries to hide an attitude or 
feeling, the impact of the hidden attitude 
Spon the other person is apt to be even 
Ereater than it would have been if the atti- 
tude had been openly expressed. The 
Person who is trying to hide the attitude 
is hampered in her capacity to resolve the 
Problem, and the reaction of the one ex- 
Peed to the hidden attitude is one of 
tither confusion or mistrust. Such distor- 
“ons in the interaction between teacher 
and child can be prevented in various ways 
if the source of the guilty emotion is clari- 

and the guilt reduced. 

The commonest causes for anger at, or 
ke of, a child fall into two categories. 
of these cannot be prevented and 
Should be faced realistically. The other 
may be prevented if the real sources of the 
ing are recognized. Into the first cate- 
fall what I consider to be realistic 
Teasons for anger: 


n) The child behaves in a way that creates 
immediate danger to himself or others. 

9 matter how “understanding” one 
May be as to why he acted that way, 
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anger. 1 do not believe this can be 
avoided. Also, it is actually useful to the 
child to recognize that people react in 
that way when he endangers himself or 
others, 


(2) The child makes a painful personal at- 
tack: eg, kicks a person hard in the 
shins. Everyone gets mad under these 
circumstances, and it is unrealistic not 
to show it. 

(3) A child is purposely naughty in a way 
that he could very well control, and 
disrupts group activity. If the teacher 
tries to act as though she is not angry, 
she usually is not helping the child to 
learn acceptable ways of behaving. She 
can control the way in which she shows 
her feelings, but if she tries to cover 
them up, her own ability to handle the 
situation may be damaged; the child is 
not fooled, and his ability to come to 
grips with realistic demands may be im- 
paired. 


The second category of situations in 
which teachers get angry at children may 
be more preventable. This includes cases 
in which anger which has origins elsewhere 
is displaced onto the child. The common- 
est causes for displaced anger are: 


(1) Feelings about the parents. If a teacher 
does not like the child’s father and/or 
mother for any number of conscious or 
unconscious reasons, the feeling may 
rub off on the child. 

(2) Frustration with the child’s problem. 
If the needs of the child make a teacher 
feel helpless, she may dislike him. 

(3) Competitive or hostile feelings toward 
other teachers. If, for instance, there is 
some disagreement between two teachers 
and a particular child is attached to one 
of them, the other may dislike him. 
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(4) Reaction to not being loved by a child. 
This is exceedingly common. Everyone 
who chooses to work with little children 
tends to respond to a child who responds 
to her, and vice versa. All adults find 
certain children more appealing than 
others, although the type of child they 
find appealing varies greatly among in- 
dividuals. If a child has the kind of 
personality that makes him hostile, cold 
or indifferent to adults, many teachers 
will not care for him, although they 
will all feel very guilty about it. They 
believe that an understanding of his 
problems should make them immune 
from reacting to his hostility. 


In all of these cases, when a teacher recog- 
nizes what her feelings really are and why, 
she often has a marked change of feeling 
toward the child; she is able to see him 
clearly, without impairment of her objec- 
tivity. When it is not possible for her 
to like a particular child, she should be 
helped to overcome her guilt. It is seldom 
possible for every teacher to like every child 
in a school. There is often one teacher in 
any group who likes a particular child 
better than another teacher does, and if 
there is a problem, there is no reason why 
the one who likes him should not be allowed 
to assume the major responsibility in his 
case. 

No matter what the administrative set-up 
in the school, I have seldom encountered 
a situation in which this could not be easily 
arranged when the advisability of making 
a change was accepted without guilt or re- 
criminations. I have seen a number of 
cases in which an intense need to “work 
through” the negative feelings for which 
a teacher felt guilty resulted in a prolonged 
struggle in which neither the child, the 
teacher or the rest of the group profited. 
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Teachers are commonly made angry b 
certain kinds of parents: 


(1) Parents who “mistreat” their childtes 
Individual teachers vary in their opis 
ions as to what constitutes miste 
ment, but if a teacher feels a parent # 
being cruel, she invariably has strong 
feelings about it. (As do most people) 

(2) Mothers who put their relationships ® 
husbands and boy friends ahead of thet 
responsibility to the child. Almost l 
teachers with whom I consulted seeme 
to feel some resentment toward a motha 
who is relatively neglectful of the needs 
of her child when they conflict with her 
pursuit of a husband. 

(3) Parents whose value system differs: 
markedly from that of the teachers 
Rigid, Bohemian, dirty, careless, irre 
gious people, for instance, will have dit 
ferent effects upon different teachers àe 
pending upon whether the teachers 
themselves value religion, conformity 
etc., and what their own stand: 
cleanliness are. 

(4) Parents who, for any reason, seem © 
“look down” on the teachers, or do ma 
recognize their professional tral 
Skilled nursery school teachers are # 
quently very defensive against any = 
plication that they are “glorifi 
sitters.” 

(5) Parents who, for any reason, 
the school. The need for good p" 
relations has been a very rea 
particularly in agencies whose sup 


from public funds has to be me r 
periodically. Anyone who e: ë 


becomes a threat to the existe! 
school, even if the teachers rec ip t 
hostility as a neurotic pro em 
parent. 


: of 
Whenever anger arises for el 
reasons, the teacher is apt to cre 


tion formation against it and to become 
unusually understanding and patient. She 
feels she has to do this because to admit 
anger is unacceptable. Unfortunately, the 
real feeling usually creeps through somehow 
and damages her effectiveness. 


Consultants can help teachers to admit 
anger by emphasizing its normality under 
certain circumstances, and the universality 


of some displacement in all professional 
workers. Teachers can be encouraged to 
discharge their anger either to supervisors, 
among themselves, or in the consultation 
group. 

Support and reassurance from adminis- 
trative levels is important in keeping down 
the anger that arises from fear for their 
jobs. An understanding of the needs of 
parents as well as children may cut down 
on resentments that arise from the “child- 
centered” attitudes that are normal among 
people who choose to work with children. 

Unavoidable anger simply has to be dis- 
charged, although not necessarily toward 
the “cruel” parent (who sometimes is not 
nearly as cruel by her own standards as she 
is by the standards of the teachers). In any 
case, a teacher must get rid of her anger, 
not pretend she does not have it. This is 
necessary if she is to avoid displacing it 
onto the child. 

The feeling that teachers should be able 
to help all children according to their needs, 
and that understanding a problem inevi- 
tably leads to its solution, is another source 
of guilt. Often after some experience with 
consultation, a myth will begin to arise 
among the teachers to the effect that “talk- 
ing a problem over” will inevitably make 
it disappear. Sometimes this does happen, 
through relief of the tension-creating anxi- 
ety of the teacher group, but sometimes 
the teachers develop an almost magical ex- 
pectation that it will, and are filled with 
guilt and disappointment if it does not. 


Consultation with teachers 
PARKIR 


Often the needs of an individual child 
conflict with the needs of the group as a 
whole, and a teacher is thrown into con- 
flict over the nature of her responsibility. 
She may have to choose between damaging 
the morale of the group, or taking a course 
that is less than ideal, from the standpoint 
of the individual child. 

‘There are times when an individual child 
has such overwhelming emotional needs 
that they cannot possibly be met fully, no 
matter how hard the teacher tries, In such 
cases, the teacher feels helpless, and a 
vicious cycle may occur, The feeling of 
helplessness makes her angry at the child 
who evoked it, but the anger makes her 
guilty, and the need to counteract that 
anger makes her still more helpless. 

Anger is a normal reaction to a feeling 
of helplessness. The need to deny the feeling 
leads to displacements and reaction forma- 
tions that interfere with a clear view of 
what is happening in an interaction, and 
impedes realistic resolution of the problem. 

In situations of this kind, it is important 
to help the teacher realize that some chil- 
dren just cannot be helped as much as she 
would like to help them. Recognition of 
this fact reduces the teacher's own feelings 
of helplessness and frustration, and cuts 
down on the personal sense of threat which 
makes her angry at the child. When she 
begins to feel irrational anger or dislike of 
a child whose intense needs are obvious, 
she should be encouraged to recognize her 
own need to be infallible. She can best 
be helped to face it if she realizes that, to 
one degree or another, it is shared by every- 
one in her line of work. 

I believe that certain problems arise 
directly from confusion in the application 
of knowledge about psychodynamics and 
emotional development. Psychoanalytic 
principles have become increasingly well- 
known in the last 20 years, and their mis- 
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application in practical situations has done 
a lot of damage to both parents and 
teachers. 

One particularly destructive misconcep- 
tion is the idea that it is good to allow 
a child completely free expression of aggres- 
sion and/or hostility whenever he feels 
angry. “Permissiveness” in regard to feel- 
ings is, of course, not synonymous with lack 
of limits on a child’s behavior, but nursery 
school teachers often seem to think they 
will be criticized or thought “old-fashioned” 
if they put any restraints upon the way in 
which a child expresses rage and frustra- 

tion. The big problem that arises under 
these circumstances is again apt to be de- 
velopment of the “hidden attitude.” It 
results in what I like to call “rule by in- 
direction”. 

Teachers, as well as parents and many 
other people today, think they ought to feel 
permissive, but in reality they do not. They 
really feel they should have some control 
over a child's choices, but they feel guilty 
about it. Therefore, they frequently offer 
the child a choice that turns out to be no 
choice at all. They want to make the 
child self-reliant by permitting him to 
choose between various alternatives, but if 
the child chooses something they can- 
not accept as wise, they try to make him 
change his mind without letting him know 
that they are trying to manipulate him. 
They want him to think the choice is his 
own. This makes for lots of confusion in 
the child’s mind, which I will not elaborate 
at this time. t 

However, hidden authoritarianism is 
very prevalent in our culture today, creat- 
ing emotional disturbances that range from 
mild to exceedingly serious. A consultant 
can help teachers to recognize their own 
tendencies to indulge in this very common 

practice and to avoid it. A teacher must 
determine the degree of permissiveness with 
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which she feels comfortable and 
ingly. Even if some teachers are 
and others too lenient, they will be 
ful, on the whole, with most of the dh 
in their charge if they act accordi 
way they feel and do not try to 
opposing attitude. 
Psychiatric knowledge has alg 
tendency to create conflict over WW 
cept of need for “integration 
group.” Recognition that a 
child may have emotional probleme 
need attention tends to make teacher 
that any child who prefers to play 
is maladjusted. An individual child 
be quite normal and still prefer att 
to be outside the group. Whether 
this tendency is an indication of 
justment can be evaluated on the | 
of the child’s total observable beh; 
attitudes. d 
However, acceptance by teachers 
stereotype—regarding the need to ba 
justed to the group"—may impair 
ability to make such an evaluation a@ 
ing to their experience and "di 
behavioral signs. When a consult 
that a stereotype has developed, he 
reorient the teachers to focusing om 
observable behavior. ' 
Emphasis during a nursery school t 
er's training on the importance OF 
role as a parent-counselor has opens 
another source of guilt for the t 
have seen frequent cases in which 
er’s desire to be helpful to à 
improving her relationship to 4 
has caused the teacher to become 
deeply embroiled in the personal aff 
the mother than both she and th 
feels comfortable about. j 
Anxiety about the degree of i 
ment may lead to guilt and in 
handling the problem. The »tea 
become confused and the mothe 


M the mother accuses the teacher of being 
fetrwsive, the teacher's own guilt may be 
qaprened in retaliatory punitiveness toward 
he mother 

Here again, it is important to help 
teachers set limits on a counseling relation 
Whip, at the point where they feel com 
fortable and secure. If a mother needs 


more than the teacher feels she can offer, 
the mother can be directed toward the kind 
of facility available for further pursuit 


of the problem, with someone specifically 
Gained in the techniques of psychotherapy. 

Counseling by nursery school teachers 
Ë most useful to mothers if it is directed 
toward increasing the mother’s understand- 
ing of the child's behavior, and the feelings 
reflected by that behavior. ‘The teacher can 
make use of her trained observations of the 
kind of behavior observable at school, 
and help the mother to be more tolerant 
and understanding of normal developmen- 
tal mages. The mother’s anxiety will 
thereby be reduced without the applica- 
tion of any specific therapy for her im 
ternal conflicts. 

Even though a teacher may, herself, 
have a clear understanding of the reasons 
for emotional tensions in a child, and may 
feel them to be connected with a mother's 
own neurotic problems, the teacher is not 
trained in the techniques for making inter- 
Pretations to a mother about disturbed 
family relationships. When she tries to 
do so, she often gets into situations which 
arouse anxiety in herself and anger in the 
mother. Her effectiveness in helping the 
mother is reduced. A consultant can help 
teachers determine the best level for their 

tions. 

Another misconception promoted by 
training is the assumption that a child is 
disturbed just because his family is up- 
Set, or that a family must necessarily be 
Pathological because a child has symptoms 
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wishes the supervisor would act toward 

her, even though the actual basis of in- 

teraction may be quite different. 

(3) Projection of problems with own chil- 
dren onto other mothers. The teacher 
sees another mother’s difficulty with her 
child as similar to one that the teacher 
has with her own child. She cannot per- 
ceive the differences, again because of 
identification with one aspect of the 
mother-child relationship. 

(4) Rationalization or reaction formation 
to personal feelings of repugnance to 
dirt, racial prejudice, professional ri- 
valry or any other “unacceptable” feel- 

l A consultant does not need to go into 

the individual's personal reasons for such 

feelings. He may be most helpful by dem- 
onstrating the universality of personal con- 
flicts even in “well-adjusted” people, and by 
exploding misconceptions regarding the 
need for perfection in teachers. 

One of the misuses of psychodynamic 
knowledge that is becoming increasingly 
widespread among people who deal with 
other people’s problems professionally is 
propagation of the concept that all such 
professional people are supposed to be 
perfectly well-adjusted and without evi- 
dence of any personality problems. Noth- 
ing could be farther from the truth. The 
myth of the “perfectly analyzed analyst” 
is no sillier than the myth of the “per- 
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fectly loving and understanding” nursery 
school teacher. 

A consultant can point out that cerais 
kinds of built-in attitudes and personality 
characteristics are frequent in all people 
who choose to work professionally with 
children, just as the same is true for people 
who choose other kinds of professions 
Such attitudes and feelings are always re 
flected to some degree in their interactions 
with others on the job. Training can teach 
that certain ways of expressing feelings are 
more, or less, useful than other ways. 

Knowledge and experience help to over 
come certain feelings that may have ante 
dated entrance into any field, and most 
professional workers hopefully continue to 
change their attitudes throughout their 
careers. Some feelings, even unacceptable 
ones, however, we will always have with 
us. The important thing is to bring them 
into awareness and create realistic interpa 
sonal relationships. This is most important 
for people who are working with children 
and hoping to help them build sound 
emotional attitudes. r 
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INJAMIN PASAMANICK, M.D. 


try society has been confronted with the 
bblems inherent in the biological pro- 
of aging. In traditional, stable and 
owly changing societies the transitions 
tasioned by aging were relatively smooth 
d simple. 

Rites de passage were institutionalized; 
highest status was accorded to the oldest 
d consequently the most experienced. 
industrialization, rapid technolog- 
change, the complexities of urban life 
d many associated factors have combined 
® create chaos and confusion in the role 
uctures associated with aging. In our 
Y, at least, rites de passage have long 
leased to exist, as have the smooth transi- 
ons from one age level to another. 

The historic roles, privileges and respon- 
Puities associated with specific age levels 
tave vanished. Some age levels have come 
3 be highly prized—childhood and young 
“ulthood—while others—adolescence and 
“escence—have become problematic to 
š incumbents and to society. 

ese social concomitants of biological 


A survey of mental disease in an 


urban population 


VI. An approach to total prevalence by age 


aging have prompted the discontinuity hy- 
pothesis which purports to explain the 
etiology of the functional mental diseases. 
The discontinuity hypothesis suggests that 
unstructured interruptions or breaks in the 
developmental process may have deleterious 
consequences for mental health. The indi- 
vidual may be unable to cope with these 
culture shocks and become confused and 
disoriented. 

It is extremely difficult to assess the valid- 


However, epidemiologic evidence may be 
useful, if far from conclusive, in some 
aspects and not at all in others. This paper, 
in relating the age gradient as a demo- 
graphic variable to the prevalence of men- 
tal disorder, provides at least some indica- 
tion of the extensiveness of the various 
mental disorders at different age levels. 


ns, 
Dr. Pasamanick is professor of psychiatry, Ohio 
State University, and director of research, Columbus 
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ORIGIN OF DATA 


The data to be presented on the prevalence 
of mental disorders by age in Baltimore, 
Md., were derived from three sources. These 
sources constitute a relatively complete 
assessment of the reported, unreported, and 
publicly institutionalized cases of mental 
disorder. 

Data on the prevalence of these chronic 
disorders among noninstitutionalized per- 
sons were in part derived from the Com- 
mission on Chronic Illness which conducted 
an investigation supported by clinical eval- 
uations of a large number of carefully 
selected persons in the community. 

1. The Commission on Chronic Illness 
Report. The Commission on Chronic 
Illness, an independent agency founded 
jointly by the American Medical Associa- 
tion, the American Hospital Association, 
the American Public Health Association, 
and the American Public Welfare Associa- 
tion in 1952-1955 conducted a survey of the 
prevalence of chronic disorders in Balti- 
more. 

The research design and references to the 
various phases of the study, the sample 
characteristics, and the biases and limita- 
tions, are detailed in Volume IV of Chronic 
Illness in the United States (1). 

The data included in this report are 
based on a stratified sample of approxi- 
mately 1,200 individuals, of whom 809 re- 
sponded and were given thorough clinical 
and laboratory evaluations at the Johns 
Hopkins Hospital as well as consultations 
with the relevant specialties when nec- 
essary. 

By the proper application of weights the 
809 evaluees were found to be distributed 
almost identically by age, color and sex with 
the Baltimore population so that the rates 
to be described within certain limitations 
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may be deemed representative of the nom 
institutionalized Baltimore population. 

A miscellaneous group of childhood be 
havior disorders, mild mental defect, alo 
holism and other minor personality or 
behavior difficulties, which had an adjusted ` 
rate of 15.2 per 1,000, is excluded from this ` 
report because it was deemed that the judg 
ments of both examining physicians and 
psychiatrists were probably not very reliable 
and better sources of data exist in other 
studies. 

2. Institutional Rates. A second source 
of data on mental disorders were those 
Baltimore residents hospitalized as of 
June 1, 1954, and consisting of all of the 
individuals in the three state mental insti- 
tutions admitting patients from Baltimore 
and from private hospitals. It was unfor- 
tunate that hospital census recording did 
not include city of residence so that the 
data had to be secured laboriously by hand 
from the hospital records. 

3. Veterans Administration Facility Rates 
A frequently ignored source of data, p 
ticularly when institutionalized cases a 
considered, are the Veterans Administ® | 
tion facilities. This is a common yee 
of bias, particularly when sex and age 3 
ferences are considered. We were i 
nate in being able to use the data of a 

i le of the Baltimore 
per cent systematic samp i 
residents of the VA hospital serving 
Baltimore area. 


FINDINGS 

1. Psychoses 
gs examine’ 
were more 
ted to 38 
The da 
this tren 


Of all the diagnostic groupin 
in this investigation, psychoses 
positively and consistently. rela 
than were any of the others. 
presented in Table 1 portray 
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TABLE 1 


Prevalence of psychoses in Baltimore as a rate per 1,000 
persons by age and source of data 


Noninstitutional* State Hospitalt Private Hospitals f VA Hospitalst 

No. of No. of No. of No. of 

Age Total cases un- cases un- cases un- cases un- 
category rate weighted * Rate weighted Rate weighted Rate weighted Rate 

Under 15 0.04 T wd 03 2 0.01 

15-34 8.52 .» 0.40 692 2.25 25 0.09 70 0.51 
35-64 13.01 5.80 2,224 6.20 60 0.17 151 0.84 
65 and over 40.01 27.80 781 10.59 83 1.13 18 0.49 
Total 8.81 17 4.30 3,705 3.83 170 0.18 289 0.50 


! * Based on clinical examination of a stratified sample of 809 individuals in the survey by the Commis- 
sion on Chronic Illness in Baltimore in 1952-1955, and adjusted to the Baltimore population. 
+All Baltimore residents in Maryland state and private hopsitals as of June 1, 1954, taken from the 


hospital records. 


t Base on a 50 per cent systematic sample of the Baltimore residents in the Veterans Administration 


facility serving the Baltimore area. 


For persons under 15 years of age, the 
fate for the psychoses is only .04 per 1,000. 
This rate increases to 3.5 per 1,000 for 
those aged 15-34; to 13.0 for persons in the 
age bracket 35-64; and to 40.0 per 1,000 

| for persons 65 and over. The over-all popu- 
lation rate for the psychoses is 8.8 per 1,000. 
Within this distribution some widespread 
Yatiations by source of data were found to 
exist. The age gradient was most decisive 


in the noninstitutional, state hospital and ` 


pate hospital populations. In the non- 
Mstitutional population the rate for the 
oe rose precipitously from 0.4 per 
Bio cases in the 15-84 group, to 58 per 
ww) In the 35-64 category, to 27.8 in the 
Senior citizen classification. 
n Although these data are based on a small 
Deg of evaluated and diagnosed cases 
a Is reason to believe that they do rep- 
HN the situation in Baltimore. The 
Ospital rates per 1,000 population rise 
“mewhat less steeply with age—from .03 


for the under 15 age group, to 2.5 for young 
adults, to 6.2 for the 35-64 group, and to 
10.6 for those over 65 years of age. 

In private hospitals the trend line rises 
from .01 for the youngest to 1.1 for the 
elderly. It is only in the VA hospitals with 
a selected population of World War II 
veterans that there is no rate gradient by 
age. 

In summary, and using all sources of 
data, it appears that the very low rate for 
those under 15—.04 per 1,000—is probably 
a good deal lower than it should or might 
be. The reason seems to be that diagnos- 
ticians are reluctant to classify youngsters 
as psychotic. They much prefer the more 
vague and less stigmatic personality trait 
disturbance designation—particularly the 
category of psychopathy. In the ages 15-64 
the psychoses consist largely of the schizo- 
phrenias. The difference of 10 cases per 
1,000 between the 15-34 and the 35-64 age 
categories is partially accounted for by in- 
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creased age and partially by the chronicity 
of the disorders. It is the very nature of 
chronic disorders to accumulate or pile up 
in the older age groups. 

This brings us to the most disturbing 
finding of all—the prevalence rate of 4 
per cent in the population over 65. One 
in 25 persons in this age group was either 
institutionalized or diagnosed as psychotic. 
This is a tragic state of affairs, even after 
we allow for chronicity and organic deteri- 
oration. The hypothesis of cultural dis- 
continuity certainly seems to find some 
support in these rates. 

Finally, these results bespeak the desper- 
ate need for measures of prevention and 
treatment of the aged psychotic. Such 
measures might include more adequate at- 
tention to their physical health, the waiving 
of compulsory retirement, the development 
of better housing for the aged, community 
participation programs and most of all, the 
elevation of the status of the aged through 
the development of new roles for them. 


2. Psychoneuroses 


The psychoneuroses are generally con- 
sidered to develop in late adolescence or 
early adulthood. They presumably begin 
to decline in the latter part of the third 
decade of life. Shepherd and Gruenberg 
(6) present substantive data in support of 
these clinical observations. 

These authors suggest that the falling 
prevalence of neuroses in the fourth and 
later decades of life may be attributed to 
one or more of four factors: short duration 
of illness leading to recovery or possibly 
the transformation of the neurosis into 
somatic disorder or psychosis; reduced 
severity of the neurosis with time, leading 
to difficulties in recognition; a neurosis may 
become less distressing to a person resulting 
in adaptation to it and fewer complaints; 
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and attribution of neurotic symptoms is 
older people to minor physical ailmeny 
rather than to the neurosis. All of thew 
tentative explanations are a function d 
their data which, to repeat, indicates a fall 
ing prevalence after approximately 35 yam 
of age. 

Whatever the merits of these explane 
tions, our Baltimore data simply do mi 
support the falling prevalence theme. Is 
our noninstitutional evaluations, the ag 
specific rates for the neuroses varied only 
slightly and inconclusively from age 15 up 
In the 15-34 group, as shown in Table 2 
the rate per 1,000 for the neuroses was 68.8, 
while in the 35-64 category the rate wë 
69.2 and in the 65 and over age group, 708 
In the 15 and under group the rate was 84, 
indicating many cases at this level may be 
diagnosed as personality trait disturbance 
or, possibly, that later adolescence 1s indeed 
a precipitant of the neuroses. : 

The state, private and V.A. hospital rate 
are of the same order. There are few if 
diagnosed neurotics under the age of re š 
very little age variation in rates therealt 
These results are indicated in Table 2 


j 0 
How, then, are these differences É 
r w 


reconciled? 
lie in the realm of sampling procedures 
methods. The Shepherd and G 
study used Health Insurance Plani a 
rates which they found to parall $ 
alence rates; New York City yrs 
hospital data on the annual hee 
persons discharged with diagnosis T i 
choneurosis; and the annual rate i 
admissions to New York State hosp 
These are incidence rates from whi 
computed prevalence rates. jeit 
Part of the difference, then, na 

their restricted sources of data, ee 


nid 


š tra! 
tivity of HIP population ae i ae 
sample of the Baltimore Pin gif 


< ‘stica 
use of white rates and statistic 
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TABLE 2 


Prevalence of psychoneuroses in Baltimore as a rate per 1,000 
persons by age and source of data 


Noninstitutional State Hospital Private Hospitals VA Hospitals 
No. of No. of No. of No. of 
Age Total cases un- cases un- cases un- cases un- 

category rate weighted* Rate weighted Rate weighted Rate weighted Rate 
a xë. — 
Under 15 8.30 te 8.30 .. .. .. 7 .. .. 
15-34 68.90 68.80 14 0.05 8 0.03 6 0.02 
35-64 69.30 69.20 26 0.07 5 0.01 8 0.02 
65 and over 70.88 70.80 0.07 1 0.01 + 
Total 52.67 51 52.60 45 0.05 14 0.01 l4 01 


* Based on clinical examination of a stratified sample of 809 individuals in the survey by the Commis- 
sion on Chronic Illness in Baltimore in 1952-1955, and adjusted to the Baltimore population. 


in computing prevalence from incidence 
rates. Whatever the problems, it would 
seem necessary to resolve the differences in 
the age specific rates determined in these 
and other studies. One method which 
might do this would involve studies of the 
life history of neurotics. 


3. Psychophysiologic-Autonomic- 
Visceral Disorders 


i These disorders are unlikely to be found 
im a state or private mental hospital popula- 
tion and, hence, the relationship of age to 
these disturbances must be sought in a non- 
Institutional setting. 

The data displayed in Table 3 are based 
Wholly on the chronic illness survey results 
in Baltimore. The findings, which involve 
a very small number of cases and are there- 
fore subject to inherent difficulty in applica- 
ton and generalization, indicate that these 
disorders are present in the 15-34 and 35- 
64 age groups but absent in the very young 
and very old. It is very tentatively suggested 
that the decrease in the psychophysiologic 
disorders after the age of 35 and their 
apparent disappearance after 65 may be due 


to the burning out of cases, reduction by 
death, or covering up by more serious non- 
psychiatric diseases. 
4, Acute Brain Syndromes 
This group of conditions is largely an 
aftermath of alcoholism. Few, if any, such 


TABLE 3 


Prevalence of pyle ee au- 
tonomic and visceral disorders in 
Baltimore as a rate per 1,000 
persons by age and source 


of data 
‘Noninstitutional 
Age Total No. of cases 

category rate unweighted * Rate 
Under 15 ee ç 
15-34 78.7 78.7 
35-64 38.6 38.6 
65 and over ; .. an 
Total 36.5 18 36.5 


* Based on clinical examination of a stratified 
sample of 809 individuals in the survey by the 
Commission on Chronic Illness in Baltimore popu- 
lation. 
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cases are likely to be found in the com- 
munity. All of our data, therefore, is re- 
stricted to institutional records. As would 
be expected, there are almost no cases under 
age 15 and very few over 65 years of age. 
The concentration of this disorder is to 
be found in the middle-age group, since 
alcoholism rarely occurs in the absence of 
at least a decade of heavy drinking. The 
relatively small rate for those over 65 may 
be attributed to a higher proportion of early 
deaths among alcoholics and to other non- 
psychiatric disabilities, which again would 
cover up the psychiatric impairment. 


5. Other Disorders 


Prevalence rates for other psychiatric 
diseases such as the behavioral and per- 
sonality disorders and mental deficiency 
have been described in other papers in this 
series (2, 3, 4, 5). Unfortunately, the lack 
of data on these disorders by age precludes 
any analysis at this point. 


SUMMARY 


The discontinuity hypothesis has suggested 
that the social definitions applied at the 
various levels of the aging process are of 
etiologic significance in mental disease. 
This paper was concerned with the first step 
in testing such a hypothesis—the delinea- 
tion of this relationship of age to the prev- 
alence of various mental disorders. 

It was found that the psychoses increase 
precipitously with age and that after age 65, 
one out of every 25 persons is psychotic. 
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The psychoneuroses, contrary to other 
investigations, were found to be relatively 
equally distributed among the age group 
ings. They differed in this respect from the 
psychophysiologic disorders and the acute 
brain syndromes which are largely confined 
to the middle years of life. 
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Member-employee program 


as means of rehabilitation 


Not so long ago we were treating our mental 
patients by isolation in a locked ward. The 
acutely disturbed received some sedations, 
neutral packs, continuous tub baths, and the 
isolation room. Some patients would im- 
Prove and be placed on the open ward, but 
Many would improve slowly from the acute 
Symptoms to remain in a dereistic world. 
They eventually were transferred to closed 
Wards and sent out to occupational therapy 
shops or to work groups trying to cut down 
the expense of running such large hospitals. 
Some patients got well automatically and 
Were discharged, but a great group remained 
4S a problem for rehabilitation. As the 
Years passed, the problem was not solved; 
father, it became worse. At the present 
tme the demand for mental beds is much 
a and is a serious threat to our ability 
Supply beds and to defray the cost. Also, 
s is the economic problem of the pa- 
š Own insolvency—in other words, his 
conomic and social incontinence. 
pena „War II brought great emphasis 
rehabilitation and reconditioning. We 
und that we could rehabilitate and recon- 
tion our wounded and sick soldiers faster 


in centers set aside for this function; this 
included mentally ill patients. 

In the great expansion of the Veterans 
Administration in the bringing in of numer- 
ous physicians from the armed forces im- 
mediately after the war, it was simple tran- 
sition to bring the members of physical 
medicine teams into the neuropsychiatric 
hospitals. Educational therapy, corrective 
therapy and manual arts therapy were in- 
troduced. We saw the old Reconstruction 
Service break up, and the library, volunteer 
service, movies and recreation separated 
and placed in Special Services. This split 
never seemed ideal by those working in 
NP hospitals; however, in most hospitals 
the Physical Medicine and Special Services 
worked hand-in-hand. 

Emphasis was placed on therapy in all 
aspects of patient contact. Patients were 
now being treated as sick people and not 
as dangerous lunatics. The atmosphere of 
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old bedlam disappeared, and the hospitals 
became quieter, and more patients im- 
proved or recovered and left the hos- 
pital. 

However, we were still crowded; we still 
did not have the answer. The day arrived 
when ataractic drugs appeared on the mar- 
ket. This was a marked step forward. More 
patients recovered and of the rest, many 
more improved greatly. Today we have 
a whole gamut of such drugs which are 
useful in treating these patients. 

With this improvement, the challenge to 
hospitals became even greater. Patients 
were now accessible for psychotherapy as 
never before. The psychiatrists and psy- 
chologists did their best. 

This was not enough. It was noticed 
that at times patients regressed. This hap- 
pened despite the fact that the nurses, the 
aides, the physical medicine therapists were 
all more or less oriented to the patient’s 
illnesses, his needs, his fears, his hopes 
and his aspirations. We lost rather than 
gained. This was noticed at many hos- 
pitals. It varied depending upon the train- 
ing and orientation of the hospital per- 
sonnel, 

It was found that a therapeutic com- 
munity must be developed. 

How was this to be accomplished? How 
could we train the carpenter to say good 
morning? How could we stop the laundry 
worker from laughing at a very sick patient? 
How could we get the steamfitter and the 
finance officer to stop and listen and give 
some words of encouragement? 

Even before this we had stopped work 
details as such and had developed the con- 
cept of therapy in work assignment of pa- 
tients. Patients were assigned to therapy 
—industrial therapy we called it. But the 
carpenter, the laundry man and the house- 
keeper—could they understand the therapy 
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side, or was there going to be continu! 
slave labor as in the past? 

We had to develop the therapeutic com 
munity. First, this was started by initial 
orientation with the personnel officer. Ead 
employee must be given the facts that he 
is here only because of the patient. Hei 
contributing to the patient’s welfare all th 
time, or interfering with it—for instanc 
by a nasty remark, a shrug of the shoul 
der, or a mere lack of attention. This i 
verbal or nonverbal communication. 

This must be followed out by formal 
courses. At this hospital we run a coun 
periodically on “Understanding Mental 
Illness.” This course covers: (a) history of 
mental illness; (b) causes of mental il 
ness; (c) types of mental illness; (d) dir 
course of acute intensive treatment; (e) di 
course of continued treatment; (f) F 
service functions; (g) Physical Medicin 
functions with its five areas of rehabilt 
tation—1. emotional, 2. physical, 3. 

4. spiritual, 5. economic; and last, h)” 
nues through which the patient may 
to leave the hospital. 

Following this orientation, : 
stress of the therapeutic community 
counseling is supplied to the various ie 
sonnel throughout the hospital. ie 
encouraged to talk about the pa 
his progress and what still may be i 
help him along. Thus, every Be thet 
worker in the hospital is part of ny 
peutic community and is a therapi ‘i 

The problem of bridging the BP ig 
the outside community was empha! 
Dr. Burlingame (1) in the following 
ner: 


a constant 


hint 
into a PS! 
“A patient can be taken into ee on 


institution and his psych p 
alleviated by protecting him a apie Í 
suffering in the outside world an A 
one or several of the other psychiatrie 


dW 
+5] uippe 
But unless that patient is better a pP 3 
he leaves the institution to COP? 
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lems outside the institution, the treatment has 
been a failure. 

Nine times in ten the factors in his breakdown 
were concerned with his inability to cope with 
life as it exists outside the institution, and the 
defects within persons which make them unable 
to cope with life are as varied as human nature 
itself. 

If a patient is ever to fulfill his destiny as a 
member of society, he must be trained to de- 
velop and to use his mental and physical re- 
sources in the world as it exists outside the 
mental hospital. If he is able merely to adapt 
himself to life inside the mental hospital, treat- 
ment has been unsuccessful. 

Psychiatric patients must be examined from 
the point of view of the human mind and the 
human body and must be put in the best possi- 
ble condition to meet life. In a word—they must 
be re-educated for living.” 


To meet the demands on psychiatry it is 
essential to develop techniques that will 
Testore mental patients to society as whole 
functioning individuals rehabilitated in all 
five areas. Again and again patients have 
come up to a completely satisfactory hos- 
pital adjustment to be discharged or sent 
on a trial visit, only to return to the pro- 
tecting doors of the hospital. 

This is what we term the “great gap.” 
There is too much of a change from the 
Protective environment of an indulging 
mental hospital society to that of the harsh 
demanding culture on the outside of the 
hospital, where competition is severe and 
Success is demanded. Everything possible 
must be done to help bridge this gap, de- 
Pending upon both our own and the com- 
munity’s resources, plus the known capabil- 
ities of the patient. 

Now what methods do we use in re- 
turning the patient? 

(1) Replacement of the individual in his 
old job after prior orientation of the em- 
Ployer and the family. 

(2) Referral sto the state employment 
Office with prior orientation and referral. 
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(3) Referral to the station vocational re- 
habilitation program or our own Veterans 
Administration vocational rehabilitation 
program, 

(4) The night and day hospital program. 

(5) The sheltered workshop program. 

(6) The domiciliary program. 

(7) The foster home placement program, 

In all of these the patient must be 
worked up by the ward team and must 
have good vocational counseling. 

To help bridge the gap, we started an 
orientation at this hospital for the state 
vocational rehabilitation workers. We take 
four to six at a time, on Thursdays and 
Fridays for several weeks, and we give 
them a concentrated course. This is an 
orientation so that the rehabilitation work- 
ers can prepare the patient for vocational 
adjustment. Follow-up of the patient re- 
ferrals will follow. 

Physical Medicine, Psychology and So- 
cial Service people are the main partici- 
pants. The program will be extended to 
include the state and Veterans Employ- 
ment Service people in the future. 

We already have an active interagency 
committee on rehabilitation that meets 
once a quarter. These meetings vary from 
place to place so that they become ac- 
quainted not only with the hospital or 
with employment agencies offices but with 
other people in the hospital who have a 
place and a part in the rehabilitation of 
the patient. 

The moving of a patient who has some- 
times been hospitalized for years (some- 
times as many as 20) to outside the hos- 
pital is a precarious transition. He must 
now give up the protective environment 
of the hospital and face the uncertainties 
of reality and take on the responsibilities. 
Now he must meet competition; he must 
be successful in his work or suffer the 
consequences. 
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Early in his hospitalization the patient 
needs a lot of guidance, encouragement 
and understanding support. Gradually the 
vocational counselor, the social worker, the 
employment officer or the vocational re- 
habilitation officer and the ‘family untie 
the apron strings (2). This must be grad- 
ual, and, if well-done, the patient develops 
tolerance for the frustrations and self-es- 
teem that will bolster him in the heavy 
seas of reality. 


THE MEMBER EMPLOYEE PROGRAM 


As to the value of the member-employee 
program we find the following: 

(1) The incentive is to get out of the 
hospital and to improve oneself. This is 
provided by pay for work. This has been 
pointed out by several writers, especially 
by Dr. P. A. Peffer (3) who originally started 
this program in NP hospitals. 

He pointed out that the pay was the 
main incentive in our culture. He also 
states that it may not work in early schizo- 
phrenics still having problems with family 
demands. It would always work on chronic 
ones who have lost the original problems 
and frustrations in the home situation. 
The patient, therefore, is allowed to accu- 
mulate money as he works and is encour- 
aged to use it for those special desires and 
things that ordinarily patients cannot ob- 
tain. $ 

(2) The patient develops a definite work 
pattern. This work record will then be 
used in referring him for outside employ- 
ment. Up to this point the patient has 
been encouraged to go to his industrial 
asšignment, but we have been lax with him 
and we have been permissive. Now as a 
member employee he is required to work 
eight hours. He starts at the time the hos- 
pital starts; (at this hospital it is 8:00 a.m. 
and he works until 4:30 P.M.), but it de- 
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pends on his assignment (he might be on 
housekeeping or dietetics, working the late 
shift). 
Now any member employee who is late, 
of course, is docked for the amount of time 
he is late, and habitual tardiness results in 
reconsideration of his status as a member 
employee. 
He is not allowed to leave his job with 
out authorization. He is expected to do 
as much work as those like employees on 
the same type of a job. Supervisors are re 
quired to report periodically on the work 
performance, and member employees are 
required to abide by all VA regulations 
pertaining to regular employees, and they 
must suffer- the consequences of any if 
fractions of regulations. Thus, the mem- 
ber employee develops and reinforces 
proper work habits. ° 
The member employee is continually 
reminded that he is no longer a patient, 
and that he cannot indulge in every whim, 
and that he must not expect special patient 
privileges. He is encouraged to look Ë 
rewards from his work, and he is oF 
stantly advised that this is a work ae 
period and that it will end in one be 
at which time he is expected to a 
the hospital and obtain an outside Jo i 
(3) Member employee probi ap t 
lishes status. The patient ceases ed 
ward of the hospital and bee di 
ployee of the hospital. He lea dee 
and has a private room in t a a 
quarters; thus he begins to develop 
economic and productive status. Ast 
His self-esteem gradually develops: 
patient this individual may hav j 
very poor self-concept. He may nat ered 
self-depreciatory attitudes which A basis 
rehabilitation. Now, on a = a i 
the patient has entered a eaa pe js 
entirely different. As stated a a in the 
siveness is lost (that which exis 
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patient culture); it does not exist in the 
member employee program. 

He now perceives a different world, 
physically, socially and emotionally. There 
are different values, different ‘conditions, 
different standards, a different social code. 
This, then, is a period of re-education and 
reconditioning. 

This program can only succeed if all of 
us are oriented toward the member em- 
ployee program and there is mutual ac- 
ceptance between the hospital personnel 
and member employees. This acceptance 
by each and everyone of us who are a part 
of the personnel of the hospital will help 
to develop and rebuild the confidence that 
a member employee must have before he 
leaves for an outside job. 

This means, therefore, that member em- 
ployees are entitled to all of the activities 
and all of the meetings that are provided 
for any employee in the hospital. They 
eat in the staff dining room; they sit with 
other members of the staff—doctors, nurses, 
psychologists, volunteers. 

The member employee now redevelops 
old living patterns and desires. Now he may 
use his money for any special items he 
wants, regardless of other's wishes. He 
should, of course, be advised in the begin- 
ning and helped in his purchases if he 
shows poor judgment. 

There is a clean distinction drawn be- 
tween member employees and patients, Pa- 
tients are not allowed to enter the quarters 
Where member employees are housed. Mem- 
ber employees are encouraged to form 
their own groups, to associate with each 
other after hours and are discouraged from 
Mingling with patients. They should not 
encouraged to engage in patient activi- 
tles after hours, although they are not for- 
bidden, 

They are assisted in making social con- 
tacts outside the hospital, joining in com- 
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munity affairs, taking their recreation off 
the post—for instance, bowling in com- 
munity contests. They are issued bit keys 
which gives them self-esteem. They wear 
uniforms like other employees of the hos- 
pital and are forbidden to wear any patient 
uniform. 

Members help each other and have pride 
in themselves as a group. Throughout this 
process we have to take care that this group 
identification does not become too strong 
and that we prepare the employee, through 
our counseling program, for his discharge 
at the end of the year and for his obtain- 
ing a job in the community. 

(4) Contact with extramural community. 
The member employee gradually enters 
into community activities, and he helps 
himself bridge that gap between what 
used to be a patient environment, to mem- 
ber employee environment, to community 
environment. He gradually takes full part 
in community activities. 

During all this time he must never be 
made to feel that he has achieved the ulti- 
mate; there must always be a little un- 
comfortable uncertainty. Approval is given 
for his progress in his work and social 
relationships. The member employee is 
now testing the gains he has made from 
what he learned in his industrial therapy 
assignments. 

(5) This is a period of increased learn- 
ing to endure and to handle increasing 
stress and strain. The former patient now 
learns to cope with many problems he must 
face when leaves the program. It is an ex- 
ceedingly difficult transition from patient 
to member employee or to the outside of 
the hospital. ` 

It is the belief of many people that jump- 
ing directly from the hospital to outside 
is too big a hurdle for most of our patients 
and that most should have an opportunity 
to get into the member employee program 
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where he learns to deal with these stresses 
and strains gradually and is helped by the 
supervisor and by the counselor. Support 
in the very first few days is very, very im- 
portant. These are the days that a mem- 
ber employee may revert to patient status 
if he is not helped significantly. 

How does the selection process work at 
this hospital? First, the member employees 
are chosen only from industrial assign- 
ments. A patient must be showing good 
progress in his industrial assignment be- 
fore he is considered for member employee 
program. 

Therefore, the choice in placement in 
industrial therapy is very important to 
the patient’s progress and rehabilitation. 
The patient must be assigned in indus- 
trial therapy work that is suitable for 
his rehabilitation outside the hospital. If 
he makes a success as a patient in this in- 
dustrial therapy, keeps at his job and 
finally shows he can stay at it for long 
periods and without too much push by the 
supervisor of industrial therapy and the 
supervisor of the job, he is then recom- 
mended for member employee. 

This recommendation comes from the 
industrial therapy supervisor and from the 
ward team, who have discussed the case. 
The ward team, naturally, is composed of 
psychiatrist, psychologist, social worker, 
nurse, aides and physical medicine person- 
nel. The patient is then referred to the 
vocational counselor if he has not already 
had some counseling. Usually he has. A 
determination is made that he is correctly 
in the proper assignment. 

He is then—if not on the exit building— 
transferred to that building, where he re- 
ceives his medication by the week. He is 
tested out therefore, to see if he can take 
his medications throughout the week with- 
out supervision. This is a prerequisite to 
any recommendation to the rehabilitation 
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board, for either member employee, domi- 
iciliary or other activity. The patient must 
learn to carry out his own medication, This 
procedure is followed only on the exit 
building. 

The next process, therefore, is for the 
physician to present this patient before the 
rehabilitation board. The physician, the 
ward nurse, the ward psychologist and 
the counseling psychologist are present at 
the board meeting. Also present are the 
registrar and the supervisor to whom this 
patient will be assigned as a member em- 
ployee. This may be a division chief, a 
chief of a section in “engineers,” such as 
laundry superintendent, garage mechanic, 
etc. Every person takes part in the discus 
sion of this patient. - 

If it is unanimous, then the patient iš 
told that he is approved as a member Ge 
ployee and then more counseling is given 
him as to what is expected, and he is told 
who his supervisor is, the supervisor of 
member employees, and his counselor. 

One member of the counseling section 
of the Psychology Service at this hospital 
is in charge of counseling all member em- 
ployees throughout their stay as member 
employees. He also holds one night group 
therapy meeting a week which all r 
ber employees attend. He may set oA š 
an hour during the day if the ne 
employee needs it, especially ce 
first few days when more help is neede 7 
guide him in the stresses and strains a 
new situation. If necessary, the pe 
employee supervisor or counseling Pra i 
ogist will call the board together to A 

We have had close to 50 member E 
ployees at this hospital since the prog" i 
was started. Currently on the pe 92 
we have 14 employees. We have n ap 
complete graduates and there are etl 
proximately 18 adjusting in she o m rans 
outside the hospital. Six have been 


ferred to the domiciliary and are making 
a good domiciliary adjustment. 

Number of days out of the hospital from 
October, 1956, to October, 1960, was 8,739 
at $11.00 per diem would equal $96,129.00. 
Number of days in the domiciliary was 
2,005, based on the difference between the 
hospital at $11.00 and the domiciliary at 
$5.00, which is $6.00 per diem, would be 
$12,030.00 saved. This represents a total 
saving of $108,159.00 to this hospital. 

This is merely money saved from hos- 
pitalization. But the real picture is the 
saving of the patient who, as a result of 
member employment, is making a happier 
adjustment, has more self-esteem, is mak- 
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ing money and supporting his family, is 
part of the community, is helping in all 
phases of community life, and is helping 
support the nation instead of being a 
chronic patient in a chronic hospital. 
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A preliminary investigation 


of leisure in psychiatric patients 


“The order of things should be somewhere re- 
versed; the seventh should be man’s day of toil, 
wherein to earn his living by the sweat of his 
brow; the other six his sabbath of the affections 
and the soul, in which to range this widespread 
garden, and drink in the soft influences and sub- 
lime revelations of nature.” —Henry Thoreau. 


Even the strongest advocates of leisure 
might say that Thoreau’s capacity for lei- 
sure was excessive, but few nowadays would 
consider his views as outrageously paradoxi- 
cal as would our Puritan ancestors. Man's 
age-old dream of ample time to use as he 
pleases is now a reality for many in the 
western world. 

The passing of the fifties in Britain saw 
the end of a decade which historians may 
judge as a significant period in planning 
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for leisure. For the first time, both major 
political parties produced charters for 
leisure, in which they advocated spending 
as much as five million pounds on facilities 
for sports and recreation. j 

This government recognition of the E 
and economic changes resulting Eon 
creased productivity, automation an a 
ever-shorter working week has been 7 
ally welcomed. However, a few cia 
expressed fears about increased spare a 
They have pointed out that the 2 Š 
little tradition and education on ho a 
use leisure with pleasure and ine i 

Anxiety has also been expressed a of 
meager facts available on the pro i 
social adjustment that may aris 


: That 
of work-time to play-time ee (7) 
thoughtful social critic Sloan Ma ade not 


said recently: “Man is a creature ™ ahei 
for idleness but for activity, and waen il 
confronted with long periods of in ivii 
he often rushes impulsively into 4° 


e as the rati? 
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s as to make them seem as much work as 
possible. In fact, many men seem as de- 
termined to misuse leisure as they are to win 
it in the first place.” 1 

Sociologists and economists have long 
shown interest and made useful contribu- 
tions in the field of leisure. There have been 
a number of studies on how Britons live 
and play, with detailed tables of attendance 
and participation (8) and the more specific 
survey of Rowntree and Lavers (35), which 
was designed to ascertain the ratio of play- 
ing to praying in our spare time. More 
recently, the television era has focused 
attention on the uses and abuses of the 
mass media of entertainment. Television's 
effect on leisure-time activities has been 
emphasized by many, notably Coffin (12) 
and Meyersohn (28). 

While these surveys have furthered 
understanding, they lack much from the 
dinical viewpoint. Members of the medical 
profession—themselves noted for oyerwork 
—have given little lead, apart from extol- 
ling the virtues of leisure and advising 
everybody to take it easy. In face of these 
developments the psychiatrist has remained 
almost silent, and there is little useful 
Scientific investigation by clinicians in this 
field, 

How important is leisure to the healthy 
mind? Is there such a thing as a correct 
balance between work and play? Do psy- 
chiatric patients organize their leisure in a 
different way from the unafflicted, and is 
this of any importance in the etiology or 
treatment of their illness? 

Although psychiatric research which 
Might have a direct bearing on the answers 
to such questions has not yet been under- 
taken, it would be wrong to assume that 
leisure has not been a more indirect con- 
‘en of the psychiatrist. Recreational 
therapy, now well-established in mental 
“spitals, has been given a new impetus in 
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the therapeutic community, and there are 
signs that it will be given an equivalent 
status to occupational therapy in the 
mental hospital of the future. Social clubs 
for patients are increasing in form and 
number, as is the claim for their efficacy. 
The clinical importance of proper leisure 
pursuits is also acknowledged by the em- 
pirical prescription of new hobbies and 
social activities in individual therapy. 

Certain basic assumptions appear to be 
widespread among psychiatrists—that men- 
tal health is dependent on a proper bal- 
ance between work and leisure; that a 
certain amount of recreation is necessary 
for mental health; and that a failure to use 
leisure time sensibly is a common precursor 
and accompaniment of psychiatric illness.* 
Creative and social pursuits are surmised 
as more valuable than idleness and passive 
entertainments, and a poverty of interests 
outside work and home life is something to 
be deprecated. 

The importance of recreation to mental 
health has been emphasized by Deering (15), 
Davis (14), Barton (3), and Menninger (27), 
while Davis (13) and Altaraz (1) have 
stressed the significance of leisure activities 
in handling maladjusted individuals. 

The Group for the Advancement of Psy- 
chiatry in America has tried to stimulate 
professional interest by publishing a report 
on the psychiatrist’s interest in leisure- 
time activities (20). 


1The ambivalence expressed here may be due to 
the fact that there are mixtures in everyone with 
respect to roles and values, a mixture which is satis- 
fied by a proper balance of work and recreation. 
This balance is ofen upset by the excessive appli- 
cation to work in the earlier years and to avoca- 
tional pursuits after retirement. If this mixture 
is taken into account, it makes it difficult to arrive 
at generalizations for everyone, since each will pre- 
sent a case of its own. 


2 See footnote 1. 
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These positive attitudes on the need for 
leisure are balanced by the psychiatrist's 
recognition of the inherent dangers of spare 
time. The neurotic patient who is invari- 
ably worse on weekends, the married 
couples who reach a breaking point during 
their annual holiday, and the patient who 
seeks an escape from the problem of leisure 
because his spare time is always spent in 
depressive rumination, are everyday occur- 
rences in psychiatric practice. 

For many psychiatric patients, leisure 
lacks any pleasurable connotation; spare 
time, for them, is a source of boredom or 
frustration, a period frequented by anxiety 
or guilt feelings, or a time when their social 
or sexual inadequacies seem uppermost. 
Patients with an abundance of spare time 
are among the psychiatrists’ most unhappy 
clients. 

The businessman who has fought hard 
for a secure and unfettered retirement often 
falls ill when he is at last free to do as he 
wants. The middle-aged housewife, re- 
leased from the burden of bringing up her 
children and able to do all the things she 
long planned, often falls prey to a depres- 
sion. Leisure often creates a vacuum which 
the patient is unable to fill and seems a 
factor in some psychiatric breakdowns. 

Published psychological studies which 
relate hobbies to social adjustment and 
emotional stability have been, at times, so 
oversimplified as to cause derisive criticism. 
For example, some such studies suggest that 
people who have hobbies which are mechan- 
ical or scientific tend to have the best ad- 
justed personalities, while those who pur- 
sue musical, artistic or literary avocations 
are apt to be emotionally unstable. 

In the ranking of happiness and adjust- 
ment, stamp collectors are at the top, with 
amateur photographers in second-place as 

far as well-balanced personalities were con- 


8 See footnote 1. 


582 


cerned. Perhaps to their chagrin, the 
amateur musicians were the most posh 
adjusted. Naive generalizations such w 
these have evoked scorn from the psychis 
trist, who finds them meaningless in tess 
of individual psychopathology. 
Nevertheless, few psychiatrists woul! | 
refute Bassett’s statement, as quoted © 
Menninger (27): “The great majority # 
patients, both children and adults, whe 
pass through clinics for the study and t 
ment of behavior and nervous and ment! 
disorders, are characterized by phyla 
timidities and fears, a marked paucity d 
genuine interests, a lack of healthy rere 
tional activities, an inability to malt 
friends, and an underdeveloped sense of 
social values and social co-operation. The 
encouragement of adequate recrea 
activities in childhood may play a very ® | 
portant part in the prevention of these OF | 
ditions.” . 
While hobbies may have a deeper #$ 
nificance, which is personal to any one | 
vidual, it seems reasonable to presume 
psychiatric patients show discernible pr 
terns of leisure activity related to diagnos , 
and personality factors, apart from | 
social and cultural aspects. Even mee x 
hypothesis is adopted—namely, that 1° 
patterns show no significant cor a 
with psychiatric conditions—invests* 
seems justified on heuristic grounds. 


DEFINITION š 
nnotations that | 


Leisure has so many co 
definition can find general accept 
dictionary defines the essence as ap 
from necessary occupation. For the p D. 
of this investigation leisure-time H ihe | 
have been operationally defined “ia of 
activities regularly indulged vet a 
actually engaged in gainful emp o 

in the routine household or person asf je 
which are a necessary part of every a 


ance. 


investigate leisure in a strictly scientific 
y might involve carrying out a “play 
is,” using techniques familiar in time 
i motion study, in job analysis or work 
i Such an approach to the problem 
has serious practical difficulties, particularly 
te the influence of the observer on the 
ed might be very great where free 
lime is concerned. 
_ The alternative methods of retrospective 
tigation by interview or questionnaire 
o have disadvantages, The methodo- 
cal difficulties that are encountered in 
h investigations of leisure pursuits are 
discussed by Grygier (21). The dis- 
tortion of information varies according to 
the motives of the informants. Direct ques- 
Hon may well provide misleading answers 
lich are unreliable if taken at their face 


On the other hand, oblique methods of 
questioning have other disadvantages, par- 
i ly with regard to negative informa- 
ion; if an activity is not mentioned one 
fan never be sure that it did not take place. 
While the validity of any method is doubt- 
à combination of methods will not 
sarily increase the reliability of the 
mation, since it will only reveal dis- 
repancies in the data and not reveal which 
of the facts are true. 

For the purposes of the present inquiry, 
two assumptions were made: firstly, that 
activities tend to be habituated in 
a definite pattern which is fairly constant 
tor an individual within a given time; and 
ndly, that the informants were not 
ctly motivated to conceal or distort their 
pursuits and were able to recall their 
ar avocations in recent years. 
e sample used in this study consisted 
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ciated with but separate from a mental hos- 
pital; and patients admitted to a day 
hospital and inpatient unit of an carly 
psychiatric treatment center, 

Apart from the selection inherent in any 
referral to a psychiatric center, no patients 
were rejected or excluded from the inquiry 
for any reason; thus, those investigated 
should be fairly representative of all such 
referrals. It was hoped to obtain a normal 
control group for comparative purposes, but 
practical difficulties have so far prevented 
this. 

All of the information was collected by 
interview. 

In outpatients, the inquiry was made as 
part of the initial routine psychiatric inter- 
view. In day hospital patients and inpa- 
tients who had not previously been ex- 
amined as outpatients, the information was 
collected by a psychiatric social worker, A 
pilot study on the first 20 cases was made 
and the method of rating and recording 
discussed and compared by the psychiatrist 
and the psychiatric social worker. To 
check concordance, a number of patients 
were interviewed by the psychiatrist and 
social worker so that the records could be 
compared. In cases where patients were 
poor informants, the data was collected 
from a near relative. 

For ease of collection and analysis all the 
information was recorded on a form on 
which leisure and other data were itemized. 
Facts about the patients’ personal habits, 
their social life, their hobbies and special 
interests, the way they spent their holidays 
and their predilection for radio, television 
and reading were collected. Specific ques- 
tions about these and other items were put 
to the patients when they did not cover the 
point spontaneously. 

Patients were told that the interviewer 
wanted to find out how they had spent their 
spare time before they became ill. Care 
was taken to include only activities they 
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did regularly during the past five years. 
The aim was to record the usual leisure 
habits and not isolated indulgences; for 
example, an annual trip to the theatre was 
not recorded as an interest in the theatre. 
While in most cases the recording of lei- 
sure pastimes was a relatively easy matter, 
there were instances where difficulty was 
experienced. This applied particularly to 
the recording of qualitative differences in 
attitude to any hobby. 

For example, two patients might give 
gardening as a regular spare time activity; 
the first, obviously an enthusiast, devoting 
much loving care to his vegetables and 
flowers; the second, a more typical gardener 
who mowed the lawn and kept down the 
weeds with some reluctance. For one, gar- 
dening was a pleasure; for the other it was 
a drudgery. In this preliminary investiga- 
tion such differences in attitude to spare 
time activities were not measured, although 
they are clearly of importance. 


RESULTS 
The Sample 


The age, sex and employment distribu- 
tion of the sample is shown in Table 1; 


per cent of the men were married; the re 
mainder were single, apart from five women 
and three men who were widowed or di- 
vorced. Except for three who lived entirely 
alone and 9 who were accommodated in 
lodgings or institutions, the remainder 
lived with their spouses, parents or other 
relatives. 

An analysis of the various diagnoses is 
given in Table 2 which shows the predom- 
inance of neurotic disorders. 

For obvious reasons, any survey of leisure 
is best assessed against the background of 
other activities of a non-leisure kind, For 
the purposes of the present study, the latter 
can be divided into work, sleep, and such 
other activities as washing and eating which 
are necessary to everyday life. 

An analysis of the occupations of the 
sample showed 62 were skilled or semi- 
skilled workers; 9 were general laborers; 
5 were professional or managerial; 1 
clerical; 9 salesmen or shop assistants; and 
7 had other jobs. An additional 54 were 
housewives; 22 were unemployed and 2 werè 
undergoing full-time education. A 

The normal working hours of the 1- 
dustrial artisan are well known, and a 
they show a high degree of uniformity, thee 


a + m 
over half were in the age group 25-44 and were not specifically investigated, apan 
a few aged 65 and over were included. asking each individual the total a 
Seventy-five per cent of the women and 62 ` worked per week. The hours of wor 

TABLE 1 
Males Females 
Tot ae O 
Age-group Employed Unemployed Housewives Employed | Unemploy 

37 
25 14 2 8 12 I 18 
25-44 42 11 37 22 1 30 
45-64 18 3 4 8 2 7 

65 ps 2 a$ z 

na tasmaniae eA 

Totals 69 18 54 42 ii 
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TABLE 2 
Diagnosis 
Diagnosis Male Female 
Schizophrenic disorders 7 8" 
Manic-depressive reactions 11 16 
Other psychoses 1 1 
Anxiety and phobic 
reactions 23 22 
Other affective reactions 20 37 
Conversion hysteria ss 9 
Personality disorders 11 7 
Mental defect 1 
Other psychoneurotic 
disorders 10 8 
Diagnosis uncertain 2 
No psychiatric abnormality < 1 
Totals 87 100 


the housewife tend to be irregular and 
varied and although worthy of investiga- 
tion, they were not part of the present 
inquiry. However, specific inquiries were 
made about work outside normal working 
hours and additional jobs apart from the 
main remunerative employment. Overtime 
Was worked by 39 of the 69 men in regular 
employment, but by only 9 of the 42 women 
in remunerative employment. This sup- 
ports the idea that increased opportunity for 
leisure through a shorter working week is, 
for many men, another name for overtime. 
Some of the patients examined, particularly 
those with mild obsessional personality 
traits, appeared to have a neurotic need to 
Work hard and eagerly sought opportuni- 
ties for overtime. The excuse was invari- 
ably the need to earn more money but it 
Was notable how, in these cases, the blame 
for breakdown was projected on to over- 
Work, 

_ The educational background may be an 
Important factor in determining leisure 
Pastimes in later life. To assess this, each 
Patient was asked about the last school 
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attended full-time. Three had been to a 
university; 12 to grammar schools; 13 to 
technical, commercial or other special 
schools; and 159 had received an ordinary 
primary/secondary education. The sample 
contains, therefore, only a small proportion 
of persons of higher educational attainment. 
Inquiries about evening classes attended 
during the previous year revealed that 16 
had been participants; for many, particu- 
larly the 7 under 25 years of age, this had a 
vocational purpose and was not, therefore, 
a leisure activity. 

Apart from work, a major proportion of 
time is spent in rest and sleep. To assess 
this, each patient was asked how much time 
he spent in bed. As expected, the responses 
showed a high degree of uniformity, the 


` vast majority spending between 7 and 9 


hours in bed; 16 spent 10 or more hours 
and 12 spent 6 or fewer hours in bed. The 
only finding of interest was the tendency 
for women to spend longer in bed (37 per 
cent of the females had 9 hours in bed, 
compared with 21 per cent of the males). 


Social Activities 


The frequency with which the patient 
met relatives who were not actually liv- 
ing in the same household was assessed, 
Twenty-six per cent of the women and 42 
per cent of the men seldom or never met 
other members of the family, while 61 per 
cent and 36 per cent of women and men 
respectively saw such relatives about once 
a week or more frequently. The remainder 
were rated as falling between these two 
categories. These figures are, of course, 
weighted by the “availability” of such rela- 
tives, for which no correction was made, 
but they nevertheless remain indicators of 
such social contacts. 

Similar ratings for contacts with friends 
at home or elsewhere showed 39 per cent of 
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the women and 36.5 per cent of the men 
seldom or never met friends, while 51 per 
cent of both men and women had such 
social meetings about once a week or more 
often. As expected, age was a factor. 

A greater frequency of social contacts with 
friends was noted in patients in the under 
25 age group and this decreased gradually 
with age. A reversal of this age trend 
was found with regard to the contact of 
women with their relatives; 65 per cent of 
patients in the 25-44 age group and 43 per 
cent of those under 25 years having frequent 
interaction with relatives. This trend was 
not noted in men, who made less frequent 
contact with other members of the family. 

Inquiry was made about participation 
in such special social activities as dancing, 
cinema, theatres, concerts, playing cards, 
watching sports, etc. (Table 3). Forty-five 
per cent of the males and 65 per cent 
of the females had no such indulgences, but ` 
20 per cent of the males and 13 per cent of 


of the females indulged in more than one 
of these activities. 


Sports and Games 


. Each patient was asked about any sports 
and games played regularly. Eighty-six 
per cent of the women and 54 per cent of 
the men had no such pastimes, while 14 men 
and 3 women indulged in more than one 
game or sport. As expected, age was an 
important element, with proportionately 
more of the under 25’s participating in 
sports. 


Hobbies and Special Interests 


Perhaps the most interesting finding here, 
as shown in Table 3, was that 41 per cent 
of the men and 34 per cent of the women 
had no hobbies whatsoever. In a further 
53 per cent of the women the only hobby 
was knitting/needlework. The most pop 
ular form of male hobby was handicrafts 


TABLE 3 
Hobbies, sport and special social interests 
Hobbies M F Sports M F Social interest M F 
None 36 34 None 47 86 None a 
Collecting Football, Dancing 3 
cricket, etc. 4 
A 1 
Musical 7 1 Fishing CNRS Card games 3 
Handicrafts 19 1 Cycling 4 1 Watching sport 11 
Knitting 1 53 Hiking/ Walking Cinema 9 3 
Theatre 1 
Concert 
Motoring 4 4 
Others 15 5 Others 10 6 Others T 
Combination Combination of Combination of roi 
of hobbies 8 6 sports 14 3 above i 
Not known 1 Not known f 


E of ae Not known 
a eS IO oA 


Totals 87 
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and various forms of “do it yourself” (22 
per cent). Only 8 men and 6 women had 
more than one hobby. 


Churches, Clubs and “Pubs” 


An analysis of the religion and church 
attendances of patients showed that 8 had 
no religion and that 13.5 per cent of those 
who professed religious affiliation attended 
church regularly, Of the 137 patients 
who were Church of England, 101 never 
went to church, or only went on such 
special occasions as weddings and funerals. 
Of perhaps greater interest was the finding 
of 21 Roman Catholics, 16 of whom had 
lapsed in mandatory church attendance. 
The findings reveal that Sunday is, for the 
vast majority, a day free of religious ob- 
servance, 

Each person was asked if he belonged to 
a club or association and to specify its 
nature. Males predominated in such 
membership (39 per cent) when compared 
with females (21 per cent). The age influ- 
ence was notable in that young men showed 
the highest rates. 

Inquiries were also made about visits to 
the “local” (pub). Thirty per cent of the 
men and 56 per cent of the women never 
went to a public house, while 41 per cent 
of the men and only 11 per cent of the 
women went there at least once a week. 
The remainder did visit the pub but less 
frequently. The age element was also 
clear; only 2 men and no women under 
25 visited pubs weekly, while men between 
25-44 showed the highest rates (51 per 
cent) of visits to the “local.” 


Radio, Television and Reading 


The radio and television habits of each 
patient were investigated (Table 4); 48 
per cent of the men and 58 per cent of the 
Women watched television nearly everyday, 
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and a further 27.5 per cent and 22 per cent 
watched once or twice a week. Radio was 
more popular with the women, 47 per cent 
listening frequently, compared with 20 per 
cent of the men. The findings confirm 
the already known impact of television and 
radio on leisure habits. 


TABLE 4 


Radio and television: listening and 
watching habits 


Radio Television 

Habit Males Females Males Females 
Seldom /never 20 18 12 18 
Occasionally 21 12 8 6 
Regularly 27 22 24 22 
Frequently 17 47 42 53 
Not known 2 1 1 1 
Totals 87 10 8 10 


The analysis of reading habits showed 
that 10 men and 18 women never read any- 
thing regularly and 35 per cent of the men 
and 31 per cent of the women read little or 
nothing, apart from newspapers. A further 
4 men and 8 women read newspapers and 
magazines but no books. The remaining 46 
per cent of the men and 87 per cent of the 
women included books in their leisure 
reading. A 

Investigation of gambling habits showed 
marked sex differences; only 27 per cent of 
the women were regular gamblers, com- 
pared with 57 per cent of the men. The 
most popular form of gambling was foot- 
ball pools (50 per cent of the men and 21 
cent of the women). Other forms of 
gambling did not figure significantly, apart 
from backing horses or dogs, which was 
a regular pastime of 16 men and 2 women. 
Seventeen per cent of men indulged regu- 
larly in more than one form of gambling. 
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Pets, generally cats, dogs or budgerigars, 
were kept in the households of 43 per cent 
of the patients. It was clear that the 
significance of animal care varied consid- 
erably; some patients had a strong affective 
attachment to a personal pet, while others 
were more or less indifferent to the family 
cat. 

Inquiry about annual holidays revealed 
that 22 per cent had had no annual holidays 
over the past five years; 15.5 per cent spent 
their holidays at home, and 7.5 per cent 
went on day trips. The remaining 55 per 
cent had been away from home for their 
holidays usually for a week or a fortnight, 
either at the seashore or in the countryside. 

In order to collate the various leisure 
activities of each patient, these were clas- 
sified into: creative (arts, crafts, knitting, 
etc.); active (sports, games, dancing); and 
passive (regular or frequent use of television, 
radio and spectator sports.) Patients were 
then allocated to these classes and combina- 
tions of them. In fact, all patients but three 
had passive interests of some sort, so that 
a fivefold classification of leisure activities 
was arrived at (See Table 5). Patients in 
each category were subdivided according 
to whether or not they belonged to a club 
or association. 

An attempt has been made to relate the 
results of thus classifying patients to the 
extent to which they made social contacts 
with other people. The following classifi- 
cation of social contacts was devised: 


Contact with: (1)-Relatives and /or friends 
only (at least once a 
month); 

(2)-Visits to pub or church 
at least once a week, 
but no other contacts; 

(3)-As in (1) but with visits 
to church and/or pub; 

(4)-As in (1) but with Partic- 
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ipation in team games 
also; 

(5)-As in (2) but with partic 
Ipation in team games 
also; 

(6)-As in (3) but with partic 
ipation in team games 
also, 


The results of distributing patients in 
each group of the tenfold leisure activity 
classification among these six classes att 
given in Table V. Those patients who 
participated in athletic pursuits not involv- 
ing organized teams (e.g. swimming, cycling 
and dancing) may have met people other 
than relatives or friends by virtue of such 
activities, but only participation in team 
games was deemed worthy of special con- 
sideration from the social contact aspect. 

Of the 87 male patients, 2 did not even 
indulge in passive activities, and 23 had 
passive interests only. Of these 25 patients 
(nearly 30 per cent of the total), 3 had no 
social contacts whatsoever and 7 only met 
relatives and/or friends; the remainder 
went to church or to the pub regularly but 
only 6 belonged to a club or association. 

Eighteen men had creative as ku. i 
passive interests, and all but two met 
relatives or friends at least once a mont ; 
Thus, half the men in this series had i 
terests involving action and almost half 
these had no social contacts other than w! 
relatives and/or friends. a 

Of the remaining 44 men, 24 had a 
bined passive, creative and active inte x 
and 15 of the 44 participated in team ae 
as well as having other social con Ar 
Thus, the majority of the 29 EL ding 
participated in active pursuits S m 
team games had some social oon 
Many took part in such activities t 
their clubs. 


i be 
Of the 100 female patients, one had 
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interests whatsoever, 26 had passive only 
and 45 passive and creative (mainly 
knitting). Patients in these three groups 
(72 per cent of the total) had leisure interests 
involving action; 6 had no contacts outside 
the home and 47 had social contacts only 
through relatives or friends; the majority 
of the remaining 19 also went to church 
regularly. Only one patient took part in 
a team game, although some of the 27 
participating in nonteam activities would 
thereby meet other people. 

While it was difficult to make such an 
analysis for individual age groups, it was 
clear that patients under 25 years of age 
had higher activity and sociability ratings 
than did the older patients. 

These leisure activity categories were 
also compared with the clinical diagnosis. 
It had been expected that the comparison 
might show some fairly obvious differences 
between, say, schizophrenics and manic 
depressives and between anxiety states and 
hysterical reactions. No clear-cut differences 
emerged between any diagnostic categories 
or between the previous leisure habits of 
neurotics and psychotics, Although the 
numbers in some diagnostic groups were too 
small for satisfactory comparisons, the 
leisure pattern showed no apparent correla- 
tion with the psychiatric syndrome that 
developed. 

Of the 187 patients examined, 69 showed 
a marked change in the pattern of their 
leisure time after the onset of their illness, 
This change was most clear-cut in cases who 
previously made active use of their leisure 
with social pastimes, hobbies and other 
interests, and was less evident in patients 
whose spare time appeared to be almost 
entirely spent passively, watching television 
or reading a newspaper. 

In view of the apparent leisure problems 
that face the mother with young children, a 
special analysis of women with children of 
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preschool and/or school age was under 
taken. In general, the comparative def. 
ciencies and excesses of the 53 women with 
such children and the 47 who had no chil 
dren under 16, were in an expected di. 
rection. Married women with children 
watched television, listened to the radio, 
read books and indulged in knitting and 
sewing more frequently than did the 
others; on the other hand, they partici- 
pated in games and sports less often, went 
to the cinema less frequently and were dub 
members in fewer instances. 

There were no significant differences in 
the frequency of meetings with relatives 
or friends or in such activities as visits to the 
“local.” When some of the differences were 
further examined, e.g., sports, it was clear 
that the deficits were more accounted for by 
age than by marital status. That some of 
the differences were less than had been 
anticipated suggests not so much m 
women with children were necessarily 
limited in the nature and variety of their 
leisure pursuits, but that women with no 
such restrictions on their spare time did not 
avail themselves of the opportunities that 
were presumably open to them. 


DISCUSSION a 
Many difficulties inherent in the ee 
used in the present study are evi Ta 
Firstly, the sample is selected and ha i 
representative of all psychiatric a fe. 
ondly, the data is based entirely oie 
subjects’ memory and ability and W co 
ness to co-operate; and thirdly, ee x 
adequate control material. pena 
these and other difficulties, interpre N 
of the records is fraught with danger 

conclusions can only be of a tentat! i 
ture. While the pitfalls are ob 
does seem necessary to record impress! 

apart from the purely statistical os 

In their bibliography of leisure 


ve na 
it 


and Meyersohn (16) have attempted to 
classify leisure studies for research purposes 
under 20 headings. Larabee and Meyer- 
sohn (26) include important contributions 
and extensive references to the problem in 
their book on mass leisure. 

Any investigation of leisure is likely to be 
criticized on the grounds that it shows what 
“everybody knows.” Findings or theories 
which are not self-evident may be the most 
rewarding of study from the psychiatric 
point of view. 


Social and other Influences 


The importance of age, sex and social 
class differences in the use of leisure has 
been convincingly demonstrated by Clyde 
White (36) for an American population. 
He develops the thesis that the use of leisure 
is a function of class position and that 
differentiation increases with age. 

The findings of his study indicate an in- 
crease in the range of different activities as 
one goes up the social scale, which is more 
evident in women than men. The diver- 
gence between the use of leisure between 
American middle and lower classes becomes 
clear as people get older and settle into ways 
of the social strata to which they belong. 
Class differences are reflected by young 
People, but they are somewhat irregular 
and changeable. 

Count Blucher (7) has tried to ascertain 
the influence of various hobbies and inter- 
ests on the social behavior of young people 
in Hamburg. Following the concepts of 
Riesman (33) he attempts to separate inner- 
directed interests, which are individual 
hobbies not provided by leisure agencies, 
from such other-directed interests as watch- 
mg football or dancing, which are offered 
to everybody, are easily available and do 
not require any special effort. 

Blucher also tries to distinguish between 
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hard interests and soft interests—by which 
he seems to differentiate the degree of affec- 
tive attachment and persistent drive with 
which the hobby is pursued. As with 
Riesman, the background theme is char- 
acterological, with an emphasis on social 
influences. 


Personal Ideals and Attitudes 


Few of the patients examined in the 
present study showed unusual leisure activi- 
ties which were deviant from those which 
might be normally indulged in by peer 
groups. A change in social status brought 
about by the economic effects of psychiatric 
illness may, however, enforce a change 
in the use of leisure and prevent a patient 
from indulging in his previous activities. 
Similarly, long-standing neurotic symptoms, 
notably phobias, may bar a patient from 
such activities as those involving travel or 
crowded places: e.g., football grounds and 
cinemas. 

Leisure aspirations, although not spe- 
cifically investigated, showed differences 
between what the patient wanted to do 
and what he actually did. That this also 
occurs in a normal population sample was 
shown by the National Recreation Associa- 
tion (31), which found that 8 of the ten 
most common leisure activities were seden- 
tary, while of those most aspired to, all but 
one were active pursuits. The neurotic, 
therefore, is not alone in passively sitting 
down to his leisure while perhaps express- 
ing a preference to be up and doing. 

On the other hand, Clarke (11) challenges 
the conception of man at leisure as chiefly 
a sedentary, nonparticipating spectator and 
feels that this stereotype may be a major 
distortion of fact. 

Many patients seemed to have little or 
no concept of leisure. They could recount 
the usual ways in which they spent their 


591 


spare time, but for them this aspect of their 
lives presented few problems of which they 
were aware. Apart from time devoted to 
remunerative employment, which was val- 
ued mainly in terms of money, free hours 
were not regarded as a precious commodity 
to be used with pleasure or advantage. 

For such people life appeared to be based 
on a passive philosophy of eating, drinking, 
working, mating, watching T.V., glancing 
through the evening newspaper and having 
an occasional social contact with relatives 
or friends. It was often difficult to see how 
so much time could apparently be filled with 
so little, 

The unfilled leisure of the neurotic 
provides ample time to contemplate symp- 
toms and brood on such discontents as 
housing conditions and the behavior of 
neighbors. Some patients were well-aware 
of this rut, and the stimulus of asking ques- 
tions about hobbies prompted others to say 
that they would probably feel better if they 
got out and mixed more, away from the 
television set. 

The inference that some such patients 
wasted and misused their leisure involves a 
value judgment, but the conclusion that 
they found it neither satisfying nor re- 
warding is inescapable. Nevertheless, it 
was rare for a patient to formulate a com- 
plaint in connection with his leisure, apart 
from saying that he disliked certain leisure 
pastimes indulged in by other members of 
the family, or neighbors. 


Affinity to Work 


The relationship between work and 
leisure is of considerable interest and con- 
flicting views have been expressed by soci- 
ologists on the degree of interdependence 
between these two major segments of 
activities and interests in urban man. 

Clarke (11) found systematic differences 
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between the frequency of participation h 
certain types of leisure activity and ocupo 
tional levels. Most of the relationship 
were linear or near linear. Ruel Dense 
(16) and David Riesman (33) haw m 
peatedly observed that our play is disguied 
by work, and vice versa, and in Wates š 
culture there is an increasing tendency i 
work at play and play at work. 

Durant (18) stressed the impossibility # 
separating work from leisure and conclude’ 
that the mode of earning a living dete 
mines the mode of living and that peopl 
tend to bring the same attitudes of mist 
required and developed by their work 
into their spare time activities. TP 

In contrast, Dubin’s (17) researches indi 
cate that work and the work place ate mi 
the central life interests in 3 out of 4 indur 
trial workers, 90 per cent of whom prefer 
social relationships with people elsewhert 
than on the job. He indicates that work 
and leisure are lived more or less indepen 
ently of each other and that while industri! 
man has a well-developed but im 
sense of attachment to his work and 
place, he looks for his intimate human te 
lationships and for his experience of enj 
ment and happiness outside his k 

In a study by Morse and Weiss (2%) 

80 per cent of unskilled workers st@ m 
they kept on working not for post 

satisfactions but for the lack of alterna 

Even though they found the job bo the 
without interest, they indicated tha “a 
would keep on working even if there 
no financial need to do so. aT 

While the social function of work F: 
enjoyment of the companionship 
vides was evident in some of me sth 
particularly women, it seemed ith fz 
time tended to be associated wil) oY 

roblems than leisure time- 
vali result from the fact that ee 
the social contact at work is m4 | 


while such contacts during leisure hours 
are permissive and dependent on the 
initiative of the individual concerned. 


Link with Personality 


The habit-bound and repetitive nature 
of leisure patterns in a given individual 
was often more striking than were the 
changes resulting from the onset of symp- 
toms; in many, spare time habits were 

| perpetuated in spite of the onset of neu- 
"otic symptoms, This supports the theory 
that there is no clear distinction between 
personality, the use of leisure, and neurotic 
symptoms, 

Indeed, a detailed knowledge of the 
Spare time activities of an individual may 
throw much light on his personality and 
the nature of his neurosis. The relation- 
ship is apparently not a hard and fast one; 
leisure patterns and the patterns of neurosis 
“May well change with social and cultural 
circumstances in a way which is not likely 
to be reflected in the personality. Such a 
change was most notable in married women 
Who frequently commented on the personal 
changes necessitated by rearing a family. 

Some such mothers developed a routine 
which rendered them more or less house- 
bound and which they were unable to 
break when their children were old enough 
to spend the whole day at school. This 
finding supports Riesman’s (33) view on 
the enforced privitization of the housewife: 
“Such women can easily become so unin- 
teresting that they will remain psychologi- 
Cal prisoners even when the physical and 
€conomic handicaps to their mobility are 
‘Temoved.” 


Psychiatric Influences 

 Mower's (30) survey of the hobbies of 
40 psychiatric patients, contrasted with ʻa 
control group of normal individuals, 
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showed that the latter sought out hobbies 
more frequently, carried them out over a 
greater span of time and pursued them 
with greater aggressivity than did the pa- 
tients. He concluded that a larger amount 
of energy was available in the normal 
group. 

The defect in mental energy commonly 
found in many neurotics is undoubtedly 
reflected in all aspects of their daily lives 
and contrasts with the restlessness shown 
by some cyclothymics and obsessional per- 
sonalities who may show a fear of leisure 
and seck overtime and other jobs as a dè- 
fense against the problems that free time 
presents, 

The relation of recreation to personality 
adjustment was investigated by Cavanaugh 
(10). Emotionally well-adjusted college stu- 
dents tended to participate in more recrea- 
tional activities than did their less well- 
adjusted fellow students, and there was a 
suggestion of a linear relationship between 
the number of recreations and the degree 
of extroversion. 

Robertson (34) reported data derived 
from 95$ patients admitted to a mental hos- 
pital who responded to a question about 
their chief leisure activities. The number 
and variety of leisure activity was found 
to have no relevance to psychiatric diag» 
nosis or the response to treatment. 

There was, however, a suggestion that 
certain activities were related to diagnosis; 
e.g, men with anxiety states recorded an 
excess of gardening and women with de- 
pression recorded an excess of indoor games 
and a relative deficiency of reading and 
deviant pursuits. 4 

Robertson felt that the general picture 
did not differ much from the leisure pur- 
suits of normal persons and that these ap- 
pear to depend mainly on age, sex, marital 
status, education and occupational levels. 

The significance of leisure interests in 
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crime and delinquency has been noted by 
many authors, notably Platt (32), Harris 
(23), and Grygier (21), while the possibility 
of crime prevention through recreation was 
affirmed by Wood (39). 

Boredom has strong links with work and 
leisure. There have been a number of ex- 
perimental studies of monotonous tasks 
and situations (2, 24). The classification 
and psychopathology of boredom has re- 
ceived the attention of Bergler (5), Bieber 
(6) and Windholz (37). The literature on 
boredom has been reviewed by Fenichel 
(19). The feeling of being bored is cer- 
tainly common in neurotic patients who 
seem unable to find adequate distractions 
in their spare time. 

An investigation by Halmos (22) on 324 
British students, although mainly concerned 
with the isolation of the individual in 
society, contains data which are relevant to 
the psychopathology of leisure. Sociability 
self-rating, friendship and actual participa- 
tion scores were negatively correlated with 
the degree of anxiety measured. No cor- 
relation was found between sociability, 
friendship or participation scores and hys- 
terical traits, while depressive symptoms 
showed only a slight negative correlation 
with sociability self-rating and none with 
participation or friendship scores. 

Of greater interest was a significant cor- 
respondence between sociability self-rating 
scores and the size of the parental family 
or family conditions under which they lived 
before the age of five. Children of small 
families and those who were brought up 
in incomplete or broken homes showed a 
smaller degree of social participation than 
those who did not. 

Nine out of 10 of Halmos’s findings 
indicate the prevalence of neurotic traits 
in those whose social participation fell be- 
low average. His findings agree in some 
measure with those of this survey insofar 
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as they indicate the association of neurotie 
symptoms with a generally low degree of 
active social participation and a degree of 
isolation from peer and other groups in 
which the patient lives. 


Theoretical Deductions 


If one accepts Kubie’s hypothesis (25) 
that there is a neurotic potential and proe 
ess universal to all human beings and that 
the neurotic state involving the overt symp 
toms of neurosis is an episodic but normal 
variant in populations, then one might not 
expect significant differences between the 
mode of life and leisure habits of normals 
and neurotics before they develop their 
neurosis. 

The assumption that the present sample 
does not differ in any important way from 
a normal one is not justified on the evi 
dence presented; but if one assumes ths 
to be true, what psychological conclusions 
can be drawn? 

The following hypotheses are put for- 
ward: 

1. That through the social and edi 
cational forces he is subjected to, 
the average urban Englishman 5 
tended to lose the capacity for a 
tive, creative and expressive a 
shown in his childhood. This 1 
been supplanted by a stereo TR 
passive, sedentary and spec 
spare time activities. ‘aa 

2. The social repression of the 
middle and working classes i A 
19th century has been po a 
evenly by social freedoms pe q 
social institutions providing a 
security. These have not ee © 
in new life interests for the r wi 
person who identifies we si 
conflicting and ill-defined pe 
his spare time, which is & 
aimless. 


3. When an activity is not obligatory 
in everyday life, the method of 
spending time involves a choice. 
People with neurotic tendencies seek 
easy and unstressful solutions which 
lead to a state of psychic decompen- 
sation and inertia in which neurotic 
symptoms are triggered by minor 
stresses and frustrations. 


The Future 


The problems of leisure are multifarious 
and somewhat obscure. The philosophical 
and moral aspects will always remain 
matters of debate, but there are some ques- 
tions that could be answered by further 
research. An important line of research 
would be a study of qualitative variations 
within the same leisure activity and how 
it is valued by the individual patient. 

Experimental studies are required to 
compare the effects of different inhospital 
recreational therapy programs on similar 
groups of patients. New knowledge about 
the influence of active versus passive and 
social versus solitary pursuits is needed. 
Cultural differences deserve investigation. 
These are but few of the questions sug- 
gested as a result of this study. 

If political predictions about doubling 
the material standards of living and at the 
same time increasing the abundance of 
leisure during the next decade are correct, 
what effect will this have on psychiatric 
patients? 

As far as the neurotic is concerned, lack 
of vitality, poor initiative and limited 
adaptability may manifest themselves in an 
Increase in symptoms and a resultant search 
for psychiatric attention. Lonely and bored 
patients will perhaps use some of their 
spare time to join the queue at the doctor's 
Office, À 

Increased hours at home and longer 
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weekends and holidays—far from alleviat- 
ing the situation—may well increase the 
domestic problems of the neurotic. Mar- 
riages which now survive on the basis of 
contact for a limited time may break down 
under the stress of husband and wife being 
together for still longer periods. Occu- 
pational adaptation problems which are 
currently viewed as important in psychiatric 
patients may well be rivaled by leisure 
adaptation problems. While these sugges- 
tions are, of course, purely hypothetical, 
they are to some extent supported by the 
observations from such highly prosperous 
countries as Sweden and America, where 
psychiatric disorders abound. This recalls 
the view of C. P. Blacker, quoted by Car- 
stairs (9), that there is no preventive of 
neurosis so strong as shared physical dis- 
tress. That the converse proposition breeds 
neurosis is probably untrue (e.g. neurosis 
morbity in Switzerland); nevertheless, cir- 
cumstances of material prosperity and 
abundant spare time may well foster neu- 
rotic potentials hitheto latent because the 
conditions which favored their expression 
were absent. 

The conclusion by the Group for the 
Advancement of Psychiatry (20) that further 
investment of interest by psychiatrists in 
leisure-time activities cannot help but bring 
great rewards is not unchallenged. Ries- 
man (33) poses an interesting question: “Is 
it sensible to suggest research into play 
when it is possible that it would lead to 
increasing public and systematic interfer- 
ence with an area that ideally deserves pri- 
vacy and lack of system?” 

His conclusion that perhaps a conspiracy 
of silence about leisure and play is its best 
protection may be politically correct, but it 
is not a valid argument for ignoring its 
psychiatric importance. Many psychiatric 
patients do appear to have problems con- 
nected with their leisure and need re-edu- 
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cational psychotherapy to deal with prob- 
lems that their free time presents. 


Summary and Conclusions 


The leisure-time pursuits of 187 psychi- 
atric patients prior to the onset of acute 
symptoms of their illness have been sur- 
veyed and analyzed in detail. The content 
and pattern of leisure of many patients 
was characterized mainly by indigence, pas- 
sivity and associability; many led strikingly 
barren lives, 

Leisure activity patterns showed no clear- 
cut relationship with subsequent psychi- 
atric illness. Factors such as age, sex and 
social status emerged as the most important 
determinants of leisure activity. 

The problems that leisure presents for 
the psychiatric patient are discussed and 
the psychosocial implications of liberal 

` playtime outlined. Three hypotheses are 
made and certain problems that may arise 
when leisure time increases are predicted. 
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ELAINE MILLER 


Travel Service: A specific of 
Travelers Aid Society 


Travelers Aid Society has its functional 
roots within the complexities and problems 
of movement; travel may provide a fertile 
soil for the maturation of acute problems 
which stem from mobility and uprootedness. 
“Tt is a constant in the affairs of many men 
—an inevitable lure to ambition, imagina- 
tion and sometimes despair; its psychologi- 
cal raison d’étre is quest,” a comment made 
by one traveler. 

The quest may be for more satisfying 
human relationships; health, or a better 
job may be sought; it may be a depar- 
ture from the insular and broadening of 
social horizons; likewise, travel may yield 
an escape. Fantasy and wish often assume a 
prominent role. Peradventure, the odyssey 
may not provide immediate satisfaction 
So it is undertaken again and again by the 
peripatetic person; defenses against anxiety, 
denial of dependency and other inner 


Miss Miller is casework supervisor, Travelers Aid 
Society, Denver, Colo. 
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not easily allayed. Someone once said to 
Socrates that a certain man had gree no 
better by his travels. “I should say not, he 
replied, “he took himself along with him. 
The vulnerable may experience Me 
degrees of trauma while traveling. 
most adequate can feel reality presi 
a transportation center—bewildering pee 
and departure boards, ma a 
address systems, endless lines o a 
numerous gates and ramps—all a af 
to this; who at some time has not aa j 
sinking feeling as he was about e a 
train or plane and emerge into Hu 
familiar setting of a large metropo 


x 3 e 
tensions may be so pervasive that they ari x 
| 
| 
“ 


TRAVEL SERVICE 


w. 
: . : : to Tra 
Travel Service, which is unique 


: the per 
elers Aid, has as its framework P 


tt 
7 š r ovemen 
sonality, his motivation for E Ei 
(frail or sound) and cong aa the 
R T : 
tensions. The caseworker P anding 


derst 
medium of concern and un 


through which the client is enabled to state 
his problem and do something to solve it, 
at least partially. 

To generalize, the client here is the 
young, the old, the handicapped, and the 
inexperienced. Specifically, the client is 
the child with his fluid protean char- 
acteristics, the teen-ager struggling with 
childish and mature wishes and often a 
captive client, the senior citizen with 
diminishing self-image, and the unex- 
perienced entering the unknown—these 


are the concern of Travelers Aid Travel 


Service. Casework considerations may be 
involved in three areas: departure, change 
point and destination. Each will be 
explored around client feeling and exigen- 
cies in these specific situations. 

The intake process at point of departure, 


_ like travel, is a quest; the client and case- 


worker seeking together a satisfying solu- 
tion to a situation, the sine qua non of 
which is understanding. An individual 
comes or is brought because he is “going 
somewhere” and wishes some assistance in 
planning. Usually the stated request is for 


4 Travelers Aid caseworker to meet and 


assist at the transition point, “where I will 
change trains.” At first glance this appears 
uncomplicated, but as more facts emerge, 
Sometimes an iceberg quality—one-ninth 
Visible, eight-ninths submerged—is revealed. 
Since intake is a process where need must be 
understood, even though the request may at 
first appear minor, the subterranean aspect 
Must be comprehended if the client is 
actually going to be helped. 

: At point of intake, he usually gives the 
Impression of being able to cope with his 
mmediate situation, although the time 


_ May be approaching when he will reach a 


Teal impasse. This may not be recognized 
by him, however. Significant considerations 
must be raised ‘around the meaning of the 
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journey to the client, the welcome or ac 
ceptance at destination, the frequency with 
which such trips have been undertaken 
previously, the social milieu of which he is 
now a part, and the comforts or dissatisfac- 
tions it presently affords, 

The intake process has an explicit pur- 
pose related to an evaluation of where and 
how this person's personality and social 
needs can best be met. “Is this trip 
necessary?” in the fulfillment of these needs 
is a constant question in the mind of the 
Travelers Aid caseworker as he communi- 
cates with the individual; perhaps he should 
not go; perhaps travel motivation can be 
related to other needs which another agency 
in the community could be more helpful 
in resolving. He may not be able to accept 
anything other than a seemingly disastrous 
journey and then the question looms of 
what agency involvement should be. Some- 
times withdrawal is the only answer if the 
client cannot use help; however, agency 
concept of service and responsibility may 
assume a protective role as it “reaches out” 
to the young, the old, and the handicapped. 

Travelers Aid sometimes only has a 
brief encounter with the client and since 
this may be the only time he will be seen, 
what the agency does is heightened in 
importance. In a sustained relationship, 
the caseworker has the advantage of learning 
from experience, observing reactions and 
the results attained. In contacts of limited 
duration the caseworker is deprived of this 
empirical opportunity. There is an oppor- 
tunity at change point and destination, 
however, for intensive service on the part 
of the caseworker if and when a breakdown 
occurs in the initial plan. 

The process of planning around de- 
parture can be a battleground of emotions. 
Familiar relationships often do not know 
their intensities until the time of separa- 
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tion. Although goal or destination, in a 
sense, represents a composite of wishing, 
striving or escape, dread of change may 
loom with pain; however, proceeding from 
the known to the new, through a casework 
relationship, alleviates tension and may 
foster growth. There may be an impulsive 
eagerness to go immediately when the 
person sees himself leaving a setting where 
he feels he cannot function as he would 
wish. The advantage of travel may be an 
illusion here because personal conflicts 
have usually become internalized by the 
time they manifest themselves in acting out 
form. 

Those in a hurry to “go somewhere” 
have feelings of pressure which may signifi- 
cantly influence their response to the case- 
worker. Where deeper involvements are 
obvious, considerable clarification is needed 
in the worker-client relationship. “All I 
want to do is take a trip,” may be the 
response. If the client is able to handle his 
pattern of life with a measure of realism 
and without excessive anxiety, posing, 
defining and differentiating the variant 
aspects of the situation may be effective. 
Where conflicted feelings and turbulent 
emotions cause such a serious distortion of 
reality that discernment seems improbable, 
the problem is quite different. 

Looking at the other side of the coin, 
many travelers are entirely adequate as such 
and only need help with situational 
“mechanics” which may arise as a result of 
the journey; here assistance lies in meeting 
valid dependency needs and sometimes 
maintaining constructive defenses. Such 
a person could probably accomplish the 
trip unaided except for the need of 
immediate help; however, travel service 
affords a measure of ease and security. 

When the old and the young travel, 
planning is often done about them and not 
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which some relatives attempt to handle the 
situation. Travelers Aid rarely accepts 
planning in these terms; the person is 
usually seen before the service can be 
completed. These are particularly vulner- 
able groups. In all too many instances both 
are shuttled back and forth between 
relatives who do not want them and who 
have relatively little capacity or wish to 
accept “Grandma” or “little Jimmy’ in 
the warm, loving relationship for which they 
hunger. 

“Grandma” is a particular victim of this 
kind of treatment as rejecting or overbur- 
dened sons and daughters frequently say 
in so many terms to other siblings: “Now 
it’s your turn to assume some responsibility 
for Mama (or Papa).” The other rel- 
atives may soon grow tired of the “aged x 


with them—at least this is the manner in x 


problem and return him. It is a vicious 
circle. The agency is in the midst of forces 
having their roots in negative parent-child 
relationships which had their inception in 
childhood. The elderly may well have 
precipitated this themselves through early 
parental rejection; the family pattern con- 


. x d 
tinues in its course as roles are reversed a 
the child now rejects the parent. The “J 
case is an example: 
i 
I 
t 


Mrs. J. sought appointment service in Chicago 


it 
for her mother, age 65, as she traveled to Detro 
Mrs. J. had been 
a United 


Travelers 


to visit another daughter. 
referred to the agency by her employe, 
Fund Board member, who was aware of ro 


t 
Aid function. When Mrs. J. and her mo f 
t between 


contras! š 
came to the agency, the ay modishly 


two was marked. Mrs. J. a tall, sle 4 
Ses biome had Neue which were a 
ened by the tenseness of her expression; re aa 
gentle mother was a prototype of 

arent. 
A Mrs. J. began by saying, “I don’t oe it 
am asking this. Mother doesn’t really times” 
but she does get a little confused som! a 
She then read aloud a portion of a a is 
her sister in Detroit—“You can see by 


why I 


really wants her to visit there.” This was said 
with emphasis several times. The caseworker 
gave assurance of assistance in Chicago and com- 
mented that many travelers may become some- 
what forgetful and confused and “our agency 
can be more helpful when they are aware of 
things like that.” 

Early in the interview he learned that the 
mother had traveled to Detroit frequently in the 
past and managed adequately. “Now that mother 
is a little older, she will appreciate help,” Mrs. 
J. said. The mother smiled at the caseworker 
and said, “I'll enjoy seeing my other daughter.” 

Mrs. J. presented the home situation as com- 
fortable and “happy.” She was a childless di- 
yorcee who had an excellent position as a legal 
secretary. The mother had assumed little re- 
sponsibility in the home because Mrs. J. had 
a maid, “and I never want mother to overdo.” 

When Mrs. J.’s mother arrived in Chicago, she 
was taken off the train completely disoriented. 
The breakdown was so diffuse that immediate 
hospitalization was imperative. Travelers Aid in 
Chicago asked that the agency discuss this with 
Mrs. J. and learn what plans she wished to make 
for her mother. Mrs. J. responded with torren- 
tial weeping and expressions of guilt and self- 
blame when’ the caseworker talked with her. The 
comment was made by the caseworker that many 
elderly people cannot cope with travel pressures. 

Mrs. J. said there was far more involved; her 
fears and guilt about her relationship with her 
mother were verbalized. In vivid terms she de- 
scribed her constant groping as a child for her 
mother's love. The sister in Detroit had been 
the favorite, and Mrs. J. was resentful and con- 
fused that her mother should love her sister 
more, 

“I get so tired of having to take care of her, 
now that she’s old, and so whenever I can I send 
her to Detroit. My sister got all the gravy when 
she was young so why shouldn’t she accept some 
of the responsibility now? The only time I was 
happy was when she was away and I could do 
as I pleased.” The emotional break of the 
mother came as a calamitous climax to a long 
series of traumatic familial experiences. 

Mrs. J. said she would fly to Chicago immedi- 
ately. She expressed much anxiety about her 
employer, a prominent attorney, learning what 
had happened; she would use some pretext to 
get the time off. 

After Mrs. J.- returned from Chicago with her 
mother, she telephoned the agency and an ap- 
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pointment was made for an interview, There 
evidently had been a tearful reunion between 
mother and daughter and the mother had im- 
proved sufficiently to be able to travel safely 
when accompanied by Mrs. J. The daughter 
expressed a well-established desire to seck case- 
work help so “I can get rid of some of my feelings 
and make a decent plan for my mother.” The 
agency referred her for continued counseling to 
a Family Agency and she was able to use this 
constructively (according to the Family Agency) 
because of clarification she received through her 
experience at Travelers Aid. 


The J. case portrays, in a significant 
fashion, disturbances inherent in many 
parent-child relationships as well as the 
subterranean aspects of appointment service 
in some instances. The caseworker, in 
discussing this situation in retrospect, said 
he sensed Mrs. J. was not presenting the 
real problem in its entirety or in terms of its 
basic difficulty. However, there was noth- 
ing overt which would preclude service on 
the part of the agency. 

The caseworker realized later that there 
should have been separate interviews with 
Mrs. J. and her mother—a procedure usu- 
ally followed in a situation where all may 
not be well with the family. A reflective re- 
mark on the part of the caseworker, “It's 
a heavy responsibility to care for an 
aged parent,” might well have elicited 
the pattern and nature of the problem. 
For Mrs. J. it was an emotionally laden area 
but from her response, certain diagnostic 
“signals” might have been observed. Trav- 
elers Aid Society, however, provided the 
first favorable climate for establishing a 
helping relationship. 

Children traveling alone have always 
been a major concern of Travelers Aid. 
The damaging effect upon a child of being 
isolated from figures and places to which 
he has become attached is well-recognized; 
likewise, the way in which the separation 
occurs and the manner in which he is emo- 
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tionally sustained at this time is of utmost 
significance. 

Under normal conditions separation of 
the older child from a parent figure is 
usually a healthy experience because matur- 
ity involves relinquishing home and its 
familiar associations. A child going to camp 
or spending a summer holiday with 
relatives, when his only problem consists of 
being met and supervised at a transition 
point by a Travelers Aid caseworker, 
usually represents a positive experience 
around separation. 

On the other hand, in situations of emer- 
gency, the child is rarely ready to accept 
a break from the familiar. Many chil- 
dren have to face this though, because of 
family upset, e.g., the mother may be ill, 
or perhaps there is a marital break-up, with 
divorce in the offing. Relatives may have 
to care for the child until family equi- 
librium is established, if ever. By neces- 
sity, the major planning lies with the adult; 
nevertheless, the caseworker assumes an 
important role in helping the child and 
preparing him for the traveling experience. 

This is continued at the transition point. 
If the child has had a positive relation- 
ship initially, hopefully this will carry 
over to the caseworker who sees and helps 
him later. At time of departure, he is 
shown the Travelers Aid lamp, the arm- 
band the caseworker will be wearing when 
he meets him. All of this establishes iden- 
tity and security with the agency. The pro- 
tective angle also is most important; e.g., 
use of the best travel schedule, arrange- 
ments for meals, assurance of his accept- 
ance at destination and communication 
with the next Travelers Aid caseworker 
who will know the child as he travels. The 
following case illustrates agency process in 
protecting the child as he travels alone: 


Mrs. K. brought her son Louis, age 9, to the 
agency when she asked for appointment service 
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in Kansas City; the child was traveling to Mar. 
shall, Mo., to visit his grandmother, Mm. K 
was in an advanced stage of pregnancy and said 
she expected her baby within a week. Louis was 
very fond of his grandmother and she was very 
desirous of having him with her while Mm K 
was caring for the new baby. 

Louis was a nice looking little lad who at 
very straight in his chair, his eyes darting about 
the interviewing room, apparently observing 
every detail. Mrs. K. explained that Louis wa 
a deaf mute and had spent a lengthy period of 
time in the State Home for Deaf and Blind 
Children. He had responded positively in the - 
group living situation but was unable to read 
lips as yet. He understood sign language but 
Mrs. K. said she did not have this ability; how- 
ever, she realized she must learn so she could 
communicate with her son. 

Mrs. K. was concerned because she had been 
unable to explain the plan to the boy. She had 
tried to convey the meaning of the trip by point: 
ing to the grandmother's picture, etc., but Louis 
responded only by patting and kissing the picture. 

The caseworker said he understood her feelings 
as it would be a most difficult experience for the 
child if he was put on the train unaware of 
where he was going and wondering when he 
would see his mother again. The caseworker 
inquired more about the travel plans, and a 
K. said that a train attendant who was ae 
of her husband’s was going to “Jook after” Louis 
until he arrived in Kansas City. An aunt from í 
Marshall would come to Kansas City for Lows 
but Mrs. K. wished a Travelers Aid caseworker 
to meet and care for him until the aunt pt 

The caseworker inquired whether Louis af 
the train attendant and also whether E H 
was a familiar figure to him. Mrs. K. oie 
very troubled and said that both of these P 
were “strangers” to Louis. 
raised question around the neces for him © 
Louis, commenting it was important new baby 
have a positive relationship vil was there 
and this might be easier to form if ii hospital 
when the baby came home from n Ce that he 
Mrs. K. replied that it was “ipe ee care for 
go because there would be no one The childs 
Louis while she was hospitalized. d his handi % 
stepfather was accepting of the boy re e thi 
cap but felt that he could not 
responsibility. ould 

The aan a told Mrs. K. the agen apa: 
be reluctant to give service if the tra 
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ence could not be interpreted to Louis prior to 
his departure. Exploration around finding some- 
one who could “tell” Louis about this plan en- 
sued. Mrs. K. recalled a social worker who had 
had many contacts with the children at the State 
School and knew the sign language. “Perhaps 
he could help.” The agency was able to effect 
an appointment between Mrs. K. and the social 
worker who interpreted to Louis that he was 
going to see his grandmother who loved and 
wanted him. 

Several days later, 
that the travel plan had 
was going to fly to Marshall, a schedule that 
would not involve any change. Mrs. K. said it 
was evident Louis understood—“he is a very 
bright boy’—and he was happy to g0. 


Mrs. K. telephoned saying 
been changed. Louis 


This case evinces some of the essential 
attributes of planning with a mother whose 
child is traveling alone. Mrs. K. was helped 
to evaluate the needs of her child “as a 
traveler” and ultimately to work out a 
satisfactory travel plan herself for Louis. 

The immediate problem was solved, but 
what of future family-child relationships? 
In terms of long-range preventive and prob- 
lem-solving service, should not the case- 
worker have discussed with Mrs. K. her in- 
ability to communicate with Louis? Moti- 
vation around learning the sign language 
and later the skill of lip reading should 
surely have been part of the contact with 


the mother of handicapped Louis. 


TRANSITION POINT 


From the vantage point of Travelers Aid 
this has many implications; it may be a crisis 
point for the unhappy traveler because 
it involves a time of enforced waiting when 
old conflicts and specters of the past are 
approaching with frightening rapidity as 
he returns to the scene of their inception. 
In such situations, fraught with dissident 
factors, waiting usually augments rather 
than alleviates anxiety. 

With some, transition literally is “the 
point of no return.” Some may respond 
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with an overwhelming impulse to leave 
immediately and “get it over with.” The 
client who possesses productive and giving 
potentials may use transition to gather de- 
fenses, reconstruct his plans and search 
mentally for a constructive denouement to 
his difficulties. Many of these clients have 
known a Travelers Aid caseworker at point 
of departure; other people come because 
transition has precipitated some difficulty. 

What is the caseworker’s role in this 
labyrinth of feeling? The caseworker knows 
that the agency, at this point, is not going 
to play the major role in releasing the 
dient from his problem; thus the agency 
can help with the immediate pressing seg- 
ment within certain anticipated time limits 
— “the train does not wait.” It is a truism 
that people differ in emotional maturity 
and personality strengths and weaknesses. 
However, these are paramount as they re- 
spond in their unique pattern to the dy- 
namic experience offered by the case- 
worker whose essential purpose is the con- 
servation of present strengths and the pre- 
vention of further breakdown. 

The emotional bridge between the Trav- 
elers Aid caseworker at departure and the 
caseworker at transition should be of suffi- 
cient strength that a positive relationship 
now can be established. Assurance is given 
around the presence of the caseworker 
who is there to help with any situation 
that may arise; the client, who needs this, 
is protected from bearing alone the im- 
pact of environmental contingencies that 
may occur. 

If the client wishes to express feelings 
of guilt or anxiety, this is accepted with 
limited clarification on the part of the 
caseworker. When external burdens are re- 
duced, this person is enabled to go on with 
a measure of strength to his destination 
and to the problems it may involve. Like 
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the “best laid plans of mice and men,” 
situations may arise at transition point. 
The “M” case represents this: 


A Travelers Aid Society requested travel serv- 
ice at transition point for a 2l-year-old woman 
who was described by her family as being inex- 
perienced. The communication from the Society 
said Miss M. was going to visit a brother— 
stationed at an Army post on the West Coast— 
who was on furlough in Los Angeles. When 
Miss M. was met at the train, she was in tears. 
She had “somehow” lost her wallet; she was very 
vague about the details but reiterated; “I don’t 
know how I could have been so stupid.” 

The caseworker observed Miss M’s unattractive 
appearance; she wore no make-up and her 
straight, shoulder-length hair hung in strings. 
After she had calmed sufficiently to talk—although 
all during the interview she was visibly upset— 
she said this was the first time she had ever been 
away from her farm home, She had been so 
happy when her brother had invited her to come 
to Los Angeles while he was on leave. “He was 
going to show me everything.” She began to 
sob again, 

The caseworker assured her that wallets can 
be lost during a traveling experience; he could 
certainly realize what a shock this had been to 
her but said that perhaps her family could de- 
posit funds with the Travelers Aid Society near 
their home and thus enable her to proceed, 
“My father could, of course, but that is not 
the point.” “He didn’t want me to come any- 
way and said that I would make a mess of it. 
You see, just what he said would happen, has.” 

The lost wallet, to her, was a symbol of in- 
adequacy, As the interview developed, it be- 
came clear that she was in considerable conflict; 
she repudiated her father, describing him as a 
person who was “attempting to manage and 
run” her life. Her mother was dead and evi- 
dently Miss M. assumed responsibility for caring 
for the household and “feeding the farmhands.” 
As she told this she hastened to add that she 
was not really unhappy in her home situation 
but she just wished that her father would let 
her have more freedom and choice about things, 

She finally was able to accept a contact with her 
father but said, “He'll say ‘I told her so,’” 

Assurance of the caseworker’s approach to the 
father and an interpretation of her difficulties 
to him was explained in detail. The father im- 
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mediately deposited more than sufficient funds 
and Miss M. departed, happy and excited. 

When she returned from the West Coast she 
came to the agency. She seemed more poised 
and was less self-conscious. Her hair had been 
cut and curled in an attractive fashion and she 
was wearing a dress which softened her tall, thia 
figure. She had had a “wonderful time" and 
felt that she could return now with confidence 
and “face my father because at least I am a 
Partial success,” 

Later, correspondence from the other Travelen 
Aid Society, which had been kept informed by 
the change point Travelers Aid, indicated that 
the father, through casework help, had gained 
some insight about a 21-year-old daughter's need 
for independence and freedom. 


Even though Travelers Aid contact in 
travel service is often brief, nevertheless, the 
agency can help the client set “new psy- 
chological sights and goals” for himself. 
In this instance, agency service helped to 
change a possibly negative experience into 
a positive one and thus contributed to 


an upward spiral in - 
“shared attained 


casework propii: 

through the broad intefcity chain of com: 
munication of Travelers Aid. I 

Travelers Aid Society has contact with 
many runaways when the adventure has 
become the inevitable misadventure. AS 
the runaway is met and supervised at ae 
sition point, his feelings are frequent} 
mixed; he dreads the imminent W° 
shed experience” and parental a 
During the waiting time of transition, eo 
runaways seek relief through talking a 
sharing their feelings with the casework 
thus hopefully gaining some insight 


A case in point was that of Charles F. 
coming 


Charles was a 15-year-old boy who Wa i 
from a western city where he had been Pia for 
by the police. Travelers Aid had made pt 
his return home and asked that he be ing 8 
transition point and assisted in depa 
minutes later. 

When Charles got off the 


bus, he bias 
pained by several older boys who he 


Miss M’s life. The” 


————= er 
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traveling companions. Charles, red hair, freckles, 
and wearing blue jeans, was puffing a small cigar. 
He was not happy to see the Travelers Aid case- 
worker, particularly when his companions looked 
somewhat amused; it was evident immediately 
that Charles was a “captive client” at this time. 

The caseworker briefly introduced himself and 
then invited Charles to come to the bus coffee 
shop and have a hamburger. Charles told the 
other boys goodbye and looked after them long- 
ingly as they departed. “Some acquaintances that 
you made during your trip?” the caseworker 
asked. “Yes,” replied Charles succinctly. After 
the hamburgers had been ordered, the caseworker 
expressed Charles’ obvious feelings about people 
“who come and interrupt your plans.” Charles 
laughed and said, “How did you know?” 

The caseworker said that he knew because 
when you are 15 you sometimes like to make 
your own decisions, but then sometimes it is 
really helpful to have someone older than your- 
self suggest what they think you should do. 
Charles, perhaps, is feeling this way at this point, 
the caseworker said. The caseworker knows 
things have been difficult for him—police and un- 
expected difficulties—and then probably Charles 
Was pretty unhappy when he started out because 
boys at 15 don’t take off unless they are upset. 

Charles ate his hamburger reflectively and said, 
“You sure know how a fellow feels, all right.” 
He said he had had a big fight at home with 
his stepfather. “My own father is dead. My 
own mother”—Charles emphasized this—had 
taken the stepfather’s part. “It seemed terrible 
then but now since I've been away it don't 
seem so much. Honestly, PH be glad to get 
back,” Charles continued, “I’m saying this now 
but something else may come up again and 
TIl get mad and try to take off.” 

“Wouldn't it help you to talk to someone like 
you are talking to me?” Then the caseworker 
Yepeated Charles’ statement that “it seemed ter- 
rible then but since I’ve been away, it doesn’t 
seem so much.” The caseworker continued: 
“Then when things happen you won't have to 
behave in so drastic a fashion. You can talk 
With your caseworker.” Charles thought this 
would be a good idea. 

The caseworker promised to arrange for this 
through agency correspondence. Charles talked 
about school, what he liked to do for fun, and 
his girl friend. The caseworker felt that Charles’ 
relationship with his mother and stepfather 
Could become mote positive through counseling; 
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home, you have to face up to certain things.” 
Charles finished his hamburger, shook hands with 
the caseworker as the bus was being called and 
said, “I think I had a better time with you than 
I would have with those fellows.” The caseworker 
laughed and said, “Well, I wouldn't know about 
that, but I hope I've helped.” 


Children react in unique fashion when 
they first meet the caseworker at point of 
transition. Personality and need are some- 
times revealed here in a more vivid pattern 
than at time of departure, when the par- 
ent figure may be present. The child who 
has experienced parental concern and satis- 
faction of his emotional appetite behaves 
in much the same manner as he would 
in familiar surroundings. 

He is free to experiment with the new 
relationship because his previous experi- 
ence has been secure and contributed to 
his self-esteem. He quickly orients him- 
self to the transportation center and ex- 
plores a bit, sometimes finding hidden re- 
cesses which have been unknown to the 
caseworker; he is a “heavy spender” in the 
gift shop and purchases gifts for all of the 
relatives. A “heart to heart” talk around 
budgeting his remaining “$3.00” is usually 
helpful and can be a learning experience. 
Permissiveness is paramount within certain 
limitations; the caseworker is the “good 
parent” as he meets the child, maintains 
a continuing contact and helps him at de- 
parture time. This child usually accepts 
the relationship upon these terms. 

The emotionally starved child who has 
never had the satisfactions so essential for 
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positive growth poses a different problem. 
He is physically separated now, but in a 
sense he always has been psychologically 
separated by rejection on the part of rela- 
tives. He may be a product of “parental 
imbalance.” One child perceptively said, 
“My mother loves me overmuch one min- 
ute and hates me the next; I never know 
whether I will be whipped or hugged.” 

Such a child creates chaos and confusion 
in the transportation center, running about 
with tempestuous abandon, often success- 
fully eluding the caseworker. He loses his 
belongings (often his ticket) and when de- 
parture time comes, sometimes he cannot 
be found. He quickly evaluates the case- 
worker’s tolerance for frustration and reacts 
accordingly. The caseworker is a prime 
suspect: “Other adults have failed me; this 
one will too.” 

This child is difficult to help because 
his capacity to form affectional relation- 
ships is so limited. The agency can protect 
the child from normal travel hazards, give 
him a positive experience, setting limits, 
but accepting him, and perhaps communi- 
cate his observations to an agency in the 
community where the child lives. Hope- 
fully, later the child and his family may 
become involved in treatment. This can 
be effected by the initiating of Travelers 
Aid Service in the home area and can be 
a significant service to the troubled child 
and his parents. 

The agency frequently sees the “good 
child” who has found it essential to repress 
normal aggression and hostility because 
he fears loss of parental love if he is not 
submissive in all areas of behavior. This 
child is encouraged to assert himself and 
has the approval of the caseworker “when 
he moves out from the comic book” and 
expresses himself in activity about the 
transportation center. 

Airport service involves many individ- 
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uals who have not known a Travelers Aid 
caseworker previously. There are many 
“first flighters’ who are upset and con- 
cerned because an emergency of sudden 
death or critical illness is awaiting them at 
destination. The combination of such 
reality problems and the new experience 
of flying impels diffuse anxiety. Take the 
case of Mrs, E.: 


Mrs. E., a 55-year-old woman, came to the air- 
port desk saying that she was ill and needed 
medical care. She was a slender brunette who 
appeared very pale and distraught. As she was 
assisted in lying down in the first aid room, she 
said that she had been “terribly nauseated and 
air sick.” 

The caseworker learned she was going to the 
funeral of her brother who had died suddenly 
the previous day. He had been married only 
two-and-a-half months, and Mrs., E. expressed 
much concern about her ability to be helpful 
to the widow and carry the role she saw ® 
acceptable on the part of the only relative of the 
deceased. She reiterated her feeling of isolation 
and loneliness—“he was my only brother. He 
had asthma, but people don’t die of asthma 

The caseworker recognized the shock and grief 
that was making it so difficult for her now: Mrs. 
E. responded by saying that “I keep telling myi 
self I will be able to function later but A 
nausea is so incapacitating.” Mrs. E. decid 
then that she would like to rest since she i 
an hour and a half until departure time. 
will gather myself together.” 

Wire the avert! returned, Mrs. E. had 
mobilized herself to a certain extent. She WA 
able to drink some tea and take light food. er 
caseworker and Mrs. E. talked together pe 
some of the things that would be awaiting het 
at destination, She was able to express col a 
dence in herself and said she planned to pine 
with her sister-in-law as long as she coul she 
helpful. When Mrs. E. walked to the ee” 
had regained some color and her step $ê 
firm. 


eee fered 
In this situation, the caseworker © 


the client a mild supportive relations? 
which enabled her to gather her defen 
and proceed with a measure of con A rela 
as she faced a painful destination. 
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tionship had been constructed which en- 
abled Mrs. E. to communicate her grief 
and fears to the caseworker, who reflected 
her feeling. She reassured Mrs. E. that she 
was there to help in her struggle with loss 
of a loved one and her feeling of inade- 
quacy. A cup of tea became a symbol. 


DESTINATION 


What is the meaning of “the end of the 
journey” to the client? To some it is a 
refuge and to others a threat. It well may 
be the focal point where the client and his 
problem meet again precipitously. Most 
problems have their resurgent attributes; 
they possess a negative resilient quality. 
The client whose emotional investments 
at destination are preponderately pernic- 
ious returns with anxiety about the future. 

A familiar shibboleth at departure and 
transition is, “Everything will be all right 
when I get to my destination.” With Mr. 
Jones this may be a reality, but with Mr. 
Smith it is a fantasy. Why is Mr. Jones 
going to find satisfaction and Mr. Smith 
dissatisfaction? Simply because Mr. Jones 
is a relatively intact person who only suf- 
fers when situational or social forces im- 
pinge too heavily. Mr. Smith has a hurt- 
ful relationship with his social setting and 
relatively no capacity to harmonize con- 
flicting desires: 

Mr. Smith’s modus operandi around 
Meeting his lack of adaptation is described 
in some frank writing by Emerson: “Trav- 
eling is a fool’s paradise. Our first jour- 
neys discover to us the indifference of 
places. At home I dream that at Naples, 
at Rome, I can be intoxicated with beauty 
and lose my sadness. I pack my trunk, 
embrace my friends, embark on the sea, 
and at last wake up in Naples, and there 
beside me is the stern fact, the sad self, 
unrelenting, identical, that I fled from. . . . 
My giant goes with me wherever I go.” 
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Mr. Smith had never traveled to Naples 
or Rome, but he, too, has discovered “the 
indifference of places” because he has said 
this in less artistic language to the Travel- 
ers Aid Society caseworker. Each time as 
he is met at destination he gives lip serv- 
ice to the futility of this, but he continues 
the pattern with persistence. He has, to 
date, been returned to legal residence from 
various cities at least six times. 

There is expectancy on the part of the 
Travelers Aid caseworker that sometime 
he may motivate Mr. Smith to use help 
to free himself or at least modify tensions 
that cause him to act in ways that pro- 
duce only discomfort,—through the offer 
of a relationship, provision for reality 
needs, and the opportunity to test himself 
within this medium. 

This brings up the hopeful aspect of 
destination; it is the strategic spot where 
the client can begin his campaign to do 
something constructively meaningful about 
his problem because this is where he is 
going to be for a time. This is unlikely 
at departure or transition because the 
client's entire focus is on “the end of the 
journey.” 

Travelers Aid Society meets many chil- 
dren and older people at destination; some- 
times parents or relatives may be delayed 
and children, particularly, may become 
very upset, crying and showing their anx- 
iety by restless movements about the trans- 
portation center. They ask repeatedly, 
“Are they really coming do you think?” 
The insecure child sees this in terms of 
possible desertion on the part of the pa- 
rental figure. 

The elderly arrive, sometimes very con- 
fused; they are not “sure” who is going 
to meet them; the agency may have this 
information through prior Travelers Aid 
Society communication and thus can ori- 
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ent the client and express understanding of 
his feelings and assure him that “Jane 
or Jim will soon be here.” 

Reiterating the initial statement regard- 
ing destination: varied concepts and feel- 
ings cluster around this point; rarely in 
the case of the upset client does it rep- 
resent fulfillment; frequently it is ap- 
proached with a mixture of feeling. Such 
was the situation of Marie L. 


A request came from a Travelers Aid Society 
in the east for the agency to meet Miss Marie 
L., age 22, who was being returned to her home 
by a social agency after she had been severely 
injured in an auto accident several months pre- 
viously. Her arm was in an elevated cast and 
she needed wheel chair service when she de- 
trained. 2 

“The client was going to her home in a small 
nearby town; her mother was coming to the 
transportation center for her but might be 
delayed. The caseworker met Marie, who was 
an attractive Spanish-American girl, thin and 
emaciated in appearance; portions of the skin 
near the cast appeared red and scarred; appar- 
ently there had been severe burns incurred in 
the accident. 

Marie complained of extreme weariness, say- 
ing she had been so uncomfortable on the train 
that she could not relax. She wished to go to 
the first-aid room where she could lie down, “I 
don’t want all these people here in the station 
looking at me curiously either,” she told the 
caseworker. She refused coffee or breakfast say- 
ing she was too upset to eat. 

The caseworker found Marie anxious to talk 
about what she was facing; there was constant 
verbalization around, “the shame I will feel when 
I see my mother.” She depreciated her appear- 
ance commenting that the loss of 20 pounds had 
made her look “dreadful.” She had run away 
seven years ago and had not seen her family 
since that time. “Seven years is a long time and 
I have caused my family so much trouble.” 

“Some of this trouble,” Marie continued, was 
a child born out of wedlock, whom she had 
relinquished for adoption; her expression around 
this indicated the decision had been hasty, and 
her feelings about giving up her baby had never 
been actually resolved. After Marie told the 
caseworker this, she grew acutely anxious and 
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restive; at one point she talked in terms of secur- 
ing a hotel room and not going home. Later 
she wondered about getting her mother some 
roses as a “peace offering.” 

The mother was delayed in coming (was this 
also indication of conflict?) and Marie continued 
to discuss her feelings. Frequently she referred 
to herself as “no good and weak;” then she would 
add, “but I have suffered deeply; I have been 
punished; I’m sorry for what I did. Maybe my 
mother will understand and forgive me.” She 
talked at length about whether she wanted the 
caseworker to remain while she talked with her 
mother, Finally she decided that “we better face 
it together alone.” 

The caseworker saw the mother as a kindly- 
looking, buxom Spanish-American woman who, 
in broken English, expressed concern for her 
daughter. The caseworker told her of Marie's 
anxiety and prepared her for her daughter's 
reaction when the two were reunited. When 
they went to Marie she had her hand over her 
face as though she wished to hide from her 
mother’s gaze. 

Later, when the caseworker saw the two, they 
had both been crying; the mother was holding 
Marie’s hand: “I’m taking my little girl home, 
she said. After this they departed. 


The agency’s lack of social history was @ 
distinct limitation as the caseworker talked 
with Marie. He could offer no reassurance 
about the mother’s attitude. This was real 
istically impossible because the mothers 
feelings about her daugther were not 
known. The caseworker could reflect Ma 
rie’s feelings, and he felt she got tem- 
porary relief through expression and clari 
fication. 

Marie’s evaluation of herself i 
uation was highly significant: the ee 
zation around guilt and inferiority ( Ke 
no good and I am weak”) as well as 2 
concept of punishment, a 
forgiveness (“I have suffered deeply; a 
been punished; I am sorry for what ae 
Maybe my mother will understand an 
give me”). 

A ee question emerges here. 
what extent did Marie’s vetDbalization 4 


and her sit 


ctu 


ee 


ally prepare her for living at home and 
“picking up the pieces” of her life? The 
fact that the small farming community 
where the family lived offered no social 
services was another limiting factor in the 
situation. 

Far different was the acceptance ac 
corded an unmarried Spanish-American 
girl of 15 who was six months pregnant. 
She, too, was very tense and anxious. Her 
mother increased this as she shook her by 
the shoulders and said, “You've been a bad, 
bad girl; you're going to juvenile court this 
morning; they're waiting to punish you.” 
The mother’s eyes flashed with the gleam 
of a Cadmean victory. 

Prior to the time the mother came to the 
airport, the girl had been met by the Trav- 
elers Aid Soicety caseworker. She had re- 
sponded to the warmth and acceptance 
shown, but after the mother’s “greeting,” 
she had retreated back to the anxious tense 
attitude so visible when she alighted from 
the plane. The agency communicated its 
observations around the mother-daughter 
relationship to the juvenile court worker 
and learned that separation from rejec- 
tion and placement in a setting offering 
concern and understanding was in the 
offing. 

Freud has termed love a unifying force 
and hatred a dividing force. If love and 
concern await the client at destination the 
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battle is half-won; if hate awaits, then 
destination multiplies psychosocial mal- 
adjustments. 


SUMMARY 


When the vulnerable client travels, much 
more is involved than purchasing a ticket 
and packing a suitcase. By the same token, 
much more is involved on the part of 
the agency than sending a wire to another 
Travelers Aid Society asking that they 
“meet John Jones.” 

The focus in Travel Service is enabling 
the client to accomplish his journey with- 
out disaster and insofar as possible, arrive 
at a social setting compatible with his 
needs. Travelers Aid has three opportu- 
nities to help the client—at departure, 
transition, and destination. 

The casework relationship pervades, as 
active anxiety is reduced and often vitiated; 
the client's self-esteem is supported and 
complex components of the travel scene 
are lightened. 

The agency, through travel service, aids 
the client-traveler to cope with a mobile 
experience and to proceed with strength to 
his destination. Thus, Travelers Aid So- 
ciety in its functional role helps with physi- 
cal movement and psychological movement 
—the latter representing an ever ongoing 
process. 
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JOOST A. M. MEERLOO, M.D., PH.D. 


Reading block and television : 


apathy: An alarm for parents 


Reading block of the school child is at this 
moment the most frequent social neurosis 
in New York City. Nearly one-third of the 
grade school population has it. 

Usually our medical and psychological 
diagnoses—such as the reading block of the 
child—cover up a multitude of human fail- 
ings but also a multitude of diagnostic sins. 
Sometimes a few individual clinical cases 
tell us more about the intricate disturbing 
family relations than do a pile of sophisti- 
cated statistical findings about what can 
only be considered from a personal, nonsta- 
tistical angle. 


Dr. Meerloo is a psychoanalyst practicing in New 
York City, He teaches political psychology at the 
New School for Social Research in New York and 
child psychiatry at the New York School for Psy- 
chiatry. 

His approach to the treatment of reading blocks 
resulted from experiences with private patients and 
from case seminars given to psychologists from a 
child guidance clinic. 
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I am aware that reading block, as part 
of a communication disturbance, can be 
caused by a complicated failure of the mind 
in which congenital dyslexia, retarded met 
tal development, distorted visual function 


and brain damage play an important role; 7 


but usually reading block results from 
lack of motivation or paradoxical defenses 
against reading. 

“in this Sipe I want, however, to concen- 
trate on the normal, “nonstupid” ch A 
sessing good intellectual potentials, or F 
gifted youngster who is thrown into awg ie 
of communication habits with wii 
cannot cope. He may, sometimes, ies 
have a superior intellect, but his percept 
has been emotionally disturbed because ily 
troubled child has been living in a f 1 
circle with which he had confusing 9" 
contact. Often one of the parents ae 
depressed or withdrawn, or there i il 
burden of anxiety provoked by intra 
ial conflicts. 


x 


ild pos ` 


Consequently, such a child has not de- 
yeloped an alert and adroit communication 
facility. In such circumstances, television— 
the hypnotizing screen in the living room— 
acts proportionately more disruptively be- 
cause it will be used with all eagerness as a 
paradoxical defense against loneliness, yet, 
gradually promoting a more intensive feel- 
ing of loneliness. 

In many cases the emotional disruption 
in the family can be overcome by very 
simple psychotherapeutic means, thus mak- 
ing unnecessary the whole rigmarole of 
reading clinics and remedial reading meth- 
ods. I have also seen children who defiantly 
declined to read because the class was too 
slow for them. 

At the outset I want to emphasize that 


this is not an article pro or con television. 
I am not one who believes that men are so 
easily changed into neurotics. But tele- 
vision can unwittingly serve to bring the 
hidden frustrations in the family to the 
fore. Every form of mass communication 
can be used for the wrong or the right pur- 
pose. Besides this, every technical devel- 
opment has unobtrusive implications for 
man’s physical and mental existence, the 
tight awareness of which can help us to 
correct them if they bother us. We can 
no longer escape the age of technique and 
institutionalism; the greater need is to cor- 
rect its possible destructive impact. The 

| Mmillion-fold multiplication of information 
sent out daily unwittingly directs itself not 
only to the intelligent verifier and analyst 

| of news but also to the common denomin- 
ator of man—the faceless person with the 

| flabby mind, who is easily coerced into be- 
lieving. 

At this writing—the fall of 1961—reading 
habits of older persons also are influenced 
by various technical means and distractions. 
A man who is dragged by his car along the 
toad cannot read. A child imprisoned in 
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the back seat during the weekends, while 
the parents bicker about which way to go, 
cannot read. Adolescents beset by preco- 
cious and confusing dating habits do not 
read. A recent poll brought out that 60 
per cent of first-year college students had 
not read a book voluntarily during the past 
year. 

Years ago I described a neurotic reaction 
calling it “television apathy,” in which the 
child shows itself unwilling to have per- 
sonal relations other than with the spell- 
binding, fascinating TV screen. Children 
between four and six years of age were 
found able to communicate easily with the 
TV screen but not with their parents. These 
children form a compulsive, symbiotic re- 
lation with the lively screen. 

True, the parents started the problem by 
being fixed to the TV screen themselves, 
hardly speaking to one another because of 
that nearly hypnotizing effect of this new 
toy and celestial eye. The intimate function 
of reading aloud to the children was not 
exercised any more. The gadget became 
the new technical nursemaid. The mother 
works in a factory or office during the day; 
at noon the children go alone to the auto- 
mat to put their dimes in the slot and to re- 
ceive their food mechanically. Lifeless tools 
substitute for the paternal function of 
taking care and “giving affection.” 

Unobtrusively there has crept between 
children and their parents a mechanical 
world of gadgets which keep the family 
members farther and farther apart emo- 
tionally. There is never any fun. There is 
never any reading aloud as a stimulating 
example and token of family unity. Grad- 
ually no real, warm feelings are exchanged 
any more. There is no longer any time, 
since everybody has to watch and listen to 
the electronic substitutes for communica- 
tion. 

In many homes we can detect a fear of 
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the vacuum of silence as if meditation and 
active thought were ridiculous functions. 
The quizzes emphasized the accumulation 
of mere facts without the wisdom of their 
interrelation. The screen is full of antiso- 
cial persuasions, not to mention overt pol- 
lution with deceit and crime. 

Radio and TV have brought into the 
home an avalanche of redundant noises, 
interfering with the family as a communi- 
cating community. The absorptive and se- 
lective capacity of our ears and eyes and 
minds is continually coerced by outside pro- 
grams at the cost of interpersonal exchange, 
There is a constant barrage of pictures 
glamorizing adult violence, trigger-happy 
clowns, stealth and sexual excitement, while 
advertising thrives on increasing the lis- 
tener’s dissatisfaction, thus making us into 
the richest society with the deepest feelings 
of dissatisfaction. 

Language is a means of self-expression, 
but in many millions of cases the gadgets 
have taken over, repressing the creative 
function of playing with words—“Be quiet, 
I want to listen to the radio!” 

Reading is an active creative process, 
translating the printed images into feelings 
and thoughts. The active, creative game of 
speaking and reading is easily disturbed by 
technicalities about how to learn to speak 
and read. This is also true for the too-rigid 
technicalities in the schoolroom or reading 
clinic. The child picks up the function 
of condensation of thoughts into symbols 
in continual verbal exchange with others 
only—that is to say, through trial and 
error, answer and response—not, however, 
through merely passive listening. When 
this playful exchange is not provided, a 
greater dependency on technical sources of 
verbal exchange begins. This is the time 
the reading block begins to develop. 

No wonder the children refuse to learn 
to read, spell and write in school. The 
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sophisticated letter image is much less fun 
than the more easy-to-grasp picture image 
on the screen, and besides, there are plenty 
of spoken words coming from radio and TV. 
Instead of the printed communication, the 
children secretly crave a warmer, direct 
verbal communication which is so badly 
lacking in their homes, where the ancient 
art of conversation has disappeared. Their 
reading block becomes a passive act of 
sabotage. 

Indeed, various cases of reading block 
could be attributed to a lack of affectionate 
parental sounds and parental intercommu- 
nication. The reading of words and books, 
as initiated by the school, is consequently 
experienced as an act of separation. Many 
of the reading block kids have school phobia 
that also signifies separation-anxiety. The 


‘children want to cling to an illusion of 


mother’s golden words soothing them into 
blissful oblivion. ' 
Reading is a highly complex psychosocial 
function involving various forms of verifi- 
cation of reality. It asks for greater aware 
ness of the process of symbolization, that 8 
to say, of condensation of meaning in a 
single token. It creates a greater distance 
from the affectionately spoken word and 
demands extra activity in learning. ae 
present emphasis on rapid reading, on Tea 
ing pacers and faster reading habits 1s 4 
big hoax and is inclined to make the over 
apprehensive parents even more ono 
to children. The child does not read was. 
his eyes but with his mind, when freed fro 
inhibiting emotions. z 
What or are apt to call reading bloc 
the child consists, in the majority of E 
according to my experience—of the ¢ Pre 
unconscious refusal to progress from te 
promiscuous, spoken communication an 
resenting, to him, private attention E 
enter into a lonely dialectic relation 
the printed word. 


a 
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The function of the analyzing reading 
eye and mind is different from that of the 
hearing ear. The eye verifies critically and 
can return to what it has read before for 
renewed evaluation. The function of 
focusing can already be emotionally dis- 
turbed in a child who has seen too much 
“ugliness” in his environment. The ear by 
its very function has to be more acceptant 
and even submissive to what it hears because 
it cannot return to what it heard before. 

Our individual mental freedom and 
independence start with the written word 
we can verify, although the holy writ 
can become secondarily an omnipotent 
command. Listening and talking are always 
a collective interaction; reading, an individ- 
ual action in a private corner. 

Reading block in the gifted—the child’s 
passive defiance of and defense against the 
parents’ addiction to gadgets and automats 
—makes him, nevertheless, more submissive. 
Dependency is always the paradoxical 
friend of defiance. 

Learning to read is hard work for the 
child; it requires inner motivation and 
example of hard work done by the parents. 
Reading alone in a corner is a symbolic act 
of independence, taking a token distance 
from the world. It makes man into an 
inquisitive, observing personality. Man 
lives his life and man looks at his life. 
Reading teaches a child to take observing 
distance. It teaches empathy with other 
beings and thus enlarges the self. Later, 
it can again be used as a form of withdrawal. 

When the parents are addicted to the 
radio or the TV screen, the child interprets 
this as a lack of love and approval. The par- 
ents shush him and want him to be silent. 
How can the child put forth effort when 
the daily catch-word is: “Take it easy”? 
How can a child be motivated to read if 
there are no books in the house? The screen 
at least talk to the child, plays with him 
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and takes him into a world of magic 
fantasies. For those children the gadget 
is a substitute for the grown-ups and is even 
forever patient. The child translates this 
patience of the gadget inwardly into love; 
the machine is never as irritated as the 
parents. 

In 1958, 4,000 out of 16,000 seventh 
graders from the New York City schools 
could not be promoted because of a reading 
block. For 25 per cent of the children, the 
reading ability was at the fourth grade level 
or lower: In 1961, 10,000 children, also 
seventh graders, could not read third-grade 
books, according to the superintendent of 
schools, and 50 per cent of the junior high 
school pupils were more than two years 
behind in reading? This points up the 
size of the problem. A recent publication 
even speaks of 40 per cent of bad readers.* 

In 1958, the City of New York had to 
stop its policy of automatic promotion in 
the schools when it was found that some 
youngsters promoted to high school were 
unable to read or write. The lack of 
competitive incentive played a role here too. 
The cost alone of having the 15,000 non- 
reading elementary pupils repeat a year of 
schooling would come to nearly $8 million. 

Usually the educators try to give these 
children a rather costly remedial reading 
therapy in which, with the help of psycho- 
logical gadgets, the child is reconditioned 
to reading habits in a patient way. In 
various cases I found out, however, that 
the child experienced this psychological 
therapy as a repeated coercion, arousing all 
his old resistance and defiance—formerly 
accumulated toward the parents—toward 
the reconditioning psychologist. 


SSS i — —— 

1 Neu York Times, June 24, 1958, p. 28, col. 6. 

2 New York Times, April 15, 1961, p. 1, col. 2. 

3 New York Times, October 31, 1961, p. 83, col. 1, 
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There is also too much of a tendency to 
attribute reading block to faulty methods 
of teaching to read—e.g., the “whole word 
method” as against the separate “letter” 
method—at the cost of giving attention to 
emotional factors. I have seen the children 
fail with both reading methods. It is the 
deindividualizing habit of all methods that 
provokes the defiance in the child. 

The fact is that fewer mothers teach their 
youngsters letter-reading and the method- 
bound teachers resents it when the child 
can read already. I know of teachers asking 
the parents not to teach their youngsters 
before they come to school. The teachers 
feel coerced in their good rights. They 
forget that the conditioning to attentive 
reading starts in the parental home and not 
at school. 

In one such case the boy could read when 
he entered grade school but was teased so 
much because of his abilities that he gave 
it up in a desperate masochistic maneuver. 

True, remedial reading exercises are 
indicated for children with neurological 
and sensory reading block or those with 
disturbance in “Gestalt-apperception,” but 
where the cause is an emotional trend in the 
family or the class, the parents have to be 
alerted and the decaying family structure 
or the boring teacher has to be treated. 
Again, therapy is very easy in many such 
cases, 

In various reading problems I could, 
for instance, urge the father to give more 
private attention to the child and to play 
Scrabble—a competitive word game—with 
the children instead of watching TV. Also, 
both the parents should be reading more as 
an example. 

We may describe, in short, the psycho- 
logical task of the father as bringing the 
child from the more biological and 
emotional realm of the mother toward the 
more rational confrontation with social 
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issues. In psychoanalytic jargon, we say 
that the father is normally the first 
transference figure in the child’s life. The 
father cuts the cord. Bringing a rather 
passive father back into the family circle 
as an active playmate does not directly 
influence the child, but it indirectly changes 
the family structure for the good and makes 
both the parents more aware of their role 
and example in the communicative ex- 
change inside the family. 

In several cases of the combination of 
school phobia with reading block, the fact 
that the father took over the mother's 
nagging attempt to imprint the child with 
letters and words had its liberating effect 
on the child. I knew a defiant youngster 
for whom not reading meant not willing 
to be fed by mother. 

In various cases the child overcame his 
reading block as a result of a changed, 
warmer attitude and family involvement on 
the part of the father. The whole family 
gained in self-reliance and greater cheer- 
fulness by this mental hygienic propaganda 
for the conversational family circle, under 
the protection of the participating father. 

Mutual relation and communication are 
needed not only in the service of love but 
also in the service of man’s growing self- 
esteem and in the formation of a self 
piloting ego. The reading of printed words 
leads much more to the individual freedom 
of verification than the dependency on 
spoken messages. A nonreading youth 
becomes an immature, dependent youth. 

Besides the unobtrusive technical Bay 
vasion into family intercommunicatiom 
other disturbing interference by radio ag 
television exists which is too much Pagi 
poohed by those economically depen e 
on spreading this form of ino r 291 l 

The pollution of rivers is limite Ke 
controlled by law; the pollution of m 
arouses everybody’s fury, but menta 
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tagion through the ether is allowed to hire 
its own channels. Civilization has to teach 
ple to protect themselves against what 
they greedily want too much to consume. 
The television “servants of the public” do 
not do that. Because of their emotional 
vestment in their profession they have to 
Teate an atmosphere of adulation, of mass 
rcion and mass contamination. Under 
e euphemism of public relations, the 
magic fantasy of manipulating and en- 
gineering public opinion is strongly alive. 

The daily dose of televiolence, of excite- 
ment, horror, fear, murder stories, criminal 
sadism and crooning self-pity inhibits the 
building up of inner moral values that, 
in the initial phase, belong exclusively to 
the realm of the family and not to an in- 
truding, hypnotizing screen. 

Much depends, of course, on the sensi- 
tivity and vulnerability of the hearing 
minds. The commercials pound their 
daily suggestion of dissatisfaction into 
People’s heads, combined with the “Singles 
Í greediness.” The intervention of com- 
ercials promotes the dislike of reading. 
nsationalism leads to withering social 
Compassion. The empathy with the screen 
Suppresses the sympathy with men. We are 
gradually becoming a nation of Peeping 
Toms instead of thinking individuals. 

Within the last 10 years I have been asked 
for advice in several cases of increasing 
mental apathy leading to a pseudo- 
Schizophrenic mental picture. In each 
tase the child refused to leave the television 
Screen. Most of these children were in their 
arly adolescence. They neglected their 
po work and home duties. They showed 
4 withdrawal from reality, although they 
Were not psychotic. Some gradually became 
j Tore negativistic, got out of bed only to 
look at the television screen—especially 
during free weekends and holidays—and 
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apart from their television interest, showed 
a general apathy toward everything. 

Mary, a girl of 15, was sent from school 
because she failed in all subjects. The 
last two years she showed a sabotaging atti- 
tude, skipping classes, or sneakily looking 
at comic books during class hours. At home 
she showed every sign of television addic- 
tion. A psychologist had already made the 
diagnosis of schizophrenia, based on the 
increasing symptoms of apathy and lack of 
mental contact. First, I tended to agree 
with the diagnosis. But gradually I found 
that she was more willing to relate to me 
when we started to talk about the television 
programs. Then the girl became vivid, 
showed interest, told about her wishes to 
take part in the programs, and so forth, 

It took several sessions of psychotherapy 
to make her better aware of the fact that 
she had completely surrendered to fantasy 
life. The process of weaning from the 
screen provoked much resistance, and a 
rather primitive noncompliant attitude on 
the part of the parents did not help either. 

It was pointed out to her that television 
gave her, in a cheaper and easier way, what 
she would otherwise have obtained from 
unreal fantasies, as defense against an 
environment she felt as hostile. The deeper 
causes of her flight from reality were gone 
into and could be explored. Gradually the 
girl gave up her “screen sessions” and her 
television trance in order to start a new 
emotional investment in reality situations. 

In another case, where an underlying 
disturbance was directed toward plain 
flight into fantasy, it was more difficult to 
lead the patient to give up these pathogenic 
escape habits. I call them pathogenic 
because, secondarily, they fortify underly- 
ing neurotic tendencies. Eerie, weird, 
panicky stories disturb the child because 
of his weak ego. They settle in his fantasy, 
fortifying other anxieties. 
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A school survey in a middle-class suburb 
of Buffalo found‘ that kindergarten tots 
are at their TV sets at home 50 per cent of 
their classroom time. But as the pupils 
grow up to the sixth grade, they devote 
nearly equal time to school and TV. 

A school official concluded: “Television 
is changing American children from irre- 
sistible forces into immovable objects.” 
This stealer of time hypnotizes many people 
—especially children—into indiscriminate 
watching. The magic tie with the TV 
screen promotes a more primitive magic 
relation with mother and home. Like 
dope, TV promotes TV addiction, a loss of 
internal control about the use of the 
medium. 

Older people are often seized with panic 
and depression, provided they are sensitive 
enough to understand the cynical attitudes 
to which our television exposes its public. 
Not long ago one of our medical journals 5 

related cases of impulsive suicide provoked 
by such anxiety-provoking behavior, and 
from my own practice I know of a case 
where a sadistic TV program acted as a 
trigger for the suicidal act. 

Although there is much talk of mental 
hygiene, the subject of daily toxic mental 
contagion has as yet not been put under 
close scrutiny. People do not want to ac- 
cept the fact that psychic contamination 
is an accepted phenomenon and that 
television can be a full or partial con- 
tributor to such moral infection. People 
have already forgotten the overt panic 
caused by Orson Welles’ broadcast about 
“the invasion” from the planet Mars. The 
police can control dope smugglers, but 
television brings dope right into the homes. 

Our technical age has the tendency to 
make people more passive and more de- 

pendent, combined with an eerie feeling of 
depersonification—that is to say, of not 
being a unique individual any more. 
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All this does not imply that people have 
to do away with the fruits of technology, 
but, in realizing better its negative ps. 
chologic impact, they can restore normal 
circumstances and prevent technical gadgets 
from becoming the relation-spoiling im 
truders in the family. 

We must, for instance, assure paren 
again and again that they are the best 
cators the child can kümsibly have. Thi 
are this because of their biological ties. 
No lecture, no book or TV or a foster 
parent can replace the parental impact on 
the child. No official educator is willing 
to adopt the endurance and the tolerance 
of most parents. Those psychologists who 
have caused parents to be over-anxious con- 
cerning their educational task have not 
served those parents well; rather, they have 
introduced a strained, over-intellectualized 
atmosphere into the family circle. Reading 
must be a shared game in the family and 
not a nagging task and compulsion. 

In the clinic we so often see insecure 
parents who, because of their own doub 
keep their children in a continual state 
suspense. This makes the children ev 
more confused emotionally because they 
need consistency of affection under E 
guidance of discipline. There is too m 
confusion between freedom and spoiling 
The child asks instinctively to be loved a 
under the guidance of discipline on 
to build up straightforward inner ee 

Only later when he is on his. of} 
will he be able to verify the acquired inn 
pictures with the ethics the wor i 
him. The psychic distance from his pan vis 
their inconsistency and doubt impove 


4“Opiate of the Pupil,” Time, 
62. 


5 “Suicide After Watching Television,” 
the American Medical Association, 
1958), 497. 


his inner world and ego. As a result he will 
become an easier prey for influences from 
outside. 

By putting all our little antennae in the 
same ether we have become a symbiotic 
mass more vulnerable to mass suggestion 
d technological hypnosis, with greater 
chance to be molded into conformity. 
Paternal authority is needed for the men- 
tal activity involved in the normal suppres- 
sive and sublimative processes. The par- 
ents have to fight the abuse and addiction 
to TV in the homes by setting the example 
‘of restraint themselves. In the same way 

they have to set the example and to read 
themselves in order to make the child eager 
to read. 

Above all, no parent can restrict a child's 
television habits without restricting his own 
peeping habits. Sometimes simple advice 
and re-education of the family will help to 
overcome the reading block of the child. 
the child usually conquers the world of 
symbolized ideas without reading machines 
or reading clinics. 
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Parental authority and discipline are 
needed to check antagonism and hostility 
and to change destructive tendencies into 
constructive ones. When, however, the 
family ties break down, the child has to 
build up his own mental defenses, When 
he is left to himself—in the confusion re- 
garding which morals to select—he often 
becomes aggressive and delinquent. It is 
as simple as that. No child will be a 
nonreader if the Bible is read every morn- 
ing at the breakfast table. Yet I have seen 
many families where the communion and 
conversation around the dining table had 
almost ceased to exist. 

Last but not least, the existence of a 
reading block in an otherwise intelligent 
child reports to us that something very 
basic went wrong in the system of inter- 
communication in the family circle or the 
teacher-student relation, a distortion that 
can usually be repaired if the therapist or 
counselor gives more attention to the family 
pattern than to the letter-stumbling child. 


617 


RAYMOND SOBEL, M.D. 


Conflicting values and th 


Psychiatry, like the other behavioral sci- 
ences, has undergone many changes in its 
point of view regarding human values; the 
position of the psychiatrist has likewise 
shifted with the times. 

In the early psychoanalytic literature it 
was felt that the psychiatrist should be 
totally uninvolved with values in the course 
of treating his patients. Freud had dis- 
covered the effects of repressive attitudes 
and authoritarianism on the personalities 
of his patients and had described the dam- 
age which the harshness of the introjected 
Victorian conscience could produce. With 
others, he had painstakingly analyzed and 
brought out of the unconscious the conflict 
between the patient's creativity and the in- 
hibitory authoritarian value systems of the 
ego and superego. 


Dr. Sobel is associate professor and director of 
the Division of Child Psychiatry, Department of 
Psychiatry, University of Washington School of 
Medicine, Seattle, 

This paper was adapted from an address presented 
to a regional meeting of the National Association 
of Social Workers held in Seattle in August, 1961. 
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As a result, the psychoanalysts at the 
turn of the century felt that the doctor 
must refrain from any ethical or moral 
judgment in treatment, concerned lest the 
patient be unwittingly coerced into a new, 
psychoanalytic dependency upon the thera- 
pist and not be emancipated from the irra- 
tional need to be a child. It is not at all 
surprising that the early analysts pa 
ticed a therapy which abjured morality 0 
any sort and which repudiated the 1 
troduction of the analyst’s viewpoint into 
the therapeutic process. he 

The psychiatrist was urged to Pee 
a role of Jovian detachment, uninfluen¢ I 
and uninfluencing as far as ola 
goals were concerned. The student ana a 
was increasingly encouraged to elimina 
his own concepts of value from the po 
Among the major goals of a training F. 
alysis was the production of a p 
tic personality,” if you will—a role in W 
there was as complete anonymity as x 
sible as far as the patient was Wes 
The analyst was expected to be valu 
in the therapeutic role. 


As psychoanalysis began to expand its 
horizons after the turn of the éentury, the 
concept of it as an interpersonal process 
began to develop. Clara Thompson points 
out that it was Ferenczi who noted that 
the way the analyst felt toward the patient 
was reacted to by the patient, and that 
the analyst could not help a patient toward 
whom he could not feel friendly. 

Ferenczi was the first to note that the 
patient often made correct observations of 
the analyst's reactions, and to quote Thomp- 
son, “he came to the revolutionary con- 
clusion that it would greatly help to de- 
velop the patient’s sense of reality if the 
analyst would admit when the patient's 
reaction to him was not due to his own 
transference attitudes but to the real situ- 
ation. This new interpretation of the an- 
alytic experience is not accepted by all 
analysts. Many, even today, maintain that 
the analyst can and should remain entirely 
outside the situation and they especially 
view with concern the possibility of the 
analyst’s admitting any defects in his be- 
havior.” 1 

Thompson then asserts that the major 
reason for this is that it tends to under- 
mine the doctor’s authority and expresses 
her disagreement with this point of view 
by noting that it is the goal of analysis 
to free the patient of his dependency on 
irrational authority, rather than to increase 
it. 

This adherence to a strict and literal role 
of noninvolvement, of value-free behavior, 
often led tò an excessively formal, stereo- 
typed therapy due to the cold and stiff re- 
serve of the analyst. Thompson and oth- 
ers have felt that some of the lack of 
therapeutic success of the 1920's can be 
traced to the patient’s inability to express 
his feelings in this cold atmosphere. 

It seems now as if the original effort to 
avoid injection of the therapist’s own val- 
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ues into the therapeutic situation had back- 
fired. In the attempt to keep the interper- 
sonal field of the patient and doctor as 
free of the doctor's countertransference as 
possible, a good deal of the reality of the 
analyst's personality was replaced by the 
mask-like, mirroring attitude recommended 
in the training institutes and supported 
by the theoretical formulation of the time. 

However, change in this theoretical posi- 
tion eventually emerged, sparked at first by 
Ferenczi and Rank and then by Horney, 
Fromm, Sullivan, Fromm-Reichman, Alex- 
ander, and others. 

I have taken the time to discuss chang- 
ing concepts of the role of the analyst's 
value systems for two reasons. 

Psychoanalysis as a theoretical system 
which explains human behavior and mental 
illness forms the basis of most psychiatric 
thinking in North America today. Al- 
though there is no unanimity of opinion 
among psychiatrists as to the universality 
of the Oedipus Complex or concerted 
belief in the libido theory, there is, for the 
most part, a consensus that our behavior 
is unconsciously determined; that person- 
ality development as well as mental illness 
is related to, if not in the main dependent 
on, our earlier relationships with parents 
and significant others. Accordingly, an ex- 
amination of the changing concepts of the 
analyst's values should indicate the trends 
of psychiatric thinking about values, their 
role in the production of mental illness 
and particularly in its cure. 

This brings me to the second reason for 
taking up the therapist’s value systems and 
their influence on the patient: in the early 
days it was not uncommon to read and 
hear psychiatrists say that they were non- 


i, 
1 Thompson, Clara, Psychoanalysis, Its Evolution 
and Development (New York: Grove Press, Inc., 
1957), 233. 
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judgmental in their therapy, noncritical of 
the patient's illness, and uninvolved in the 
patient's struggle. 

Yet, read what Fenichel had to say about 
the prevention of neurosis in children 
as late as 1945: 

“It can be stated: (1) It is good to avoid 
letting children witness sexual scenes be- 
tween grownups; (2) It is good to reduce 
seductions by grownups or older children 
as much as possible; (3) It is good to avoid 
direct castration threats; (4) It is good to 
train children to cleanliness in the right 
ways, not too early, not too late, not too 
strictly, not too emotionally; (5) It is good to 
prepare children ahead of time for extraor- 
dinary impending events like the birth of 
siblings, operations, and so on; (6) It is bet- 
ter to understand the child’s needs than to 
use rigid disciplinary patterns.” ? 

These are value judgments and I am sure 
that no sensitive psychoanalyst could keep 
such “formulations of preferred behavior” 
out of his therapy. 

I shall now proceed to the main theme 
of my discussion—how conflicting values 
within our time produce for adolescent in- 
trapsychic disturbances, interpersonal dis- 
harmony, community strife and unhappi- 
ness. 

During the past 15 years as a clinician, 
I have repeatedly encountered therapeutic 
impasses with adolescent patients which, as 
time went by, began to assume similarities 
of patterning. 

It was not until several years had passed 
and with them, some of my patient-cen- 
tered attitudes, that I began to recognize 
that in certain cases my therapeutic fail- 

ures were related not so much to my inex- 
perience, talent or skill but rather were 


2 Fenichel, O., The Psychoanalytic Theory of 
Neurosis (New York: W. W. Norton & Co., 1945), 
584. 
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connected to my having intervened in what 
was essentially a culturally determined di 
lemma involving the child and his parents, 
Let me illustrate with a fictitious example 
of what I have facetiously called “The 
Romeo and Juliet Syndrome.” 

In Hecate County, where I conducted my 
practice, there was a lovely expanse of roll- 
ing land which in the past had been the 
summer domain of the wealthy. It was dot- 
ted with large estates comprising hum 
dreds of acres which were maintained by 
corps of servants and gardeners, many of 
whom had emigrated from Europe. 

With the introduction of the antitrust 
laws and the federal income tax, these 
estates had gradually been abandoned by 
their owners to become private schools 
foundation headquarters and, in some in- 
stances, elaborate and expensive real & 
tate developments. Juxtaposed to these 
estates, particularly within the villages, 
were the homes of the laborers who had 
been imported from Italy to build the 
New Haven railroad. 

World War II gave the final impetus 


` to the breakup of these large estates. They 


were purchased by land speculators and di- 
vided into smaller units on which were 
built costly homes for recently wealthy and 
upwardly mobile executives. The old fam- 
ilies had long since moved away to more 
modest establishments which they could 
afford to maintain. 

In one particular section of the county; 
there was a large influx of recently sue 
cessful Jews of Eastern European i 
They lived in the same school distri 
as those who were descended from the Ro 
man Catholic, predominantly sont 
Italian, railway workers. In these schoo 
their children were exposed to the demo 
cratic ethos or value system, which pee 
a great variety of beliefs, one of which 


that a human being is judged on his ow” 


worth and not on the country of his origin 
the church which he attends. 
As one would suspect, the parents of the 
Jewish adolescents wanted nothing more 
than to have their children grow up to be 
independent, economically successful and 
Creative adults who, of course, would date, 
fall in love with and eventually marry 
someone of their own cultural background; 
‘and the same applied to the Catholic par- 


ents. 

However, what occasionally happened, 
o the dismay of the two groups of fathers 
nd mothers, was that one or two of the 
children would fail to conform to their 
parents’ expectations and would start going 
tady with someone of the other group. 
This usually culminated in a crisis. 

I was repeatedly called into consultation 


though they were convinced of its sincerity 
and depth, the profound love and devotion 
which they professed for the partner 


Many needs: to defy their parents; to grat- 
ify unresolved and unconscious wishes to 
Possess them; to wage the power struggle 
between age and youth. 

I was able to note in each instance that 
the values held by their elders had become 
‘the battleground for what might have other- 
wise been a more easily identifiable ad- 
olescent rebellion. A clinical example will 
illustrate my point. 

Barbara was just fifteen when she was 
first brought to me for psychiatric consul- 
tation. Her parents could not cope with 
her rebellious and hostile behavior. She 
Was not working to capacity in school and 
her father felt that she was hanging around 
With a “poor crowd.” She had been a 
storm center in the family since the age of 
SIX, e 


‘seemed to me to be in the service of | 
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At the time of referral she had been go- 
ing steady with a Roman Catholic boy 
from her high school, a young man whose 
ambition was to open a repair shop for 
sports cars. Barbara herself could not wait 
until she was of age to quit school in order 
to marry Andy and raise a large family. 

However, Barbara's family was moving 
upward in the social ladder, Her paternal 
grandfather had been a pushcart peddler 
and her father had come a long way from 
this and the lower Bronx area of New 
York City to the fashionable suburb where 
they now lived. 

Barbara's brother was entering Harvard 
University and represented the culmina- 
tion of the family’s intellectual and social 
aspirations. Her interest in boys of an- 
other social background, and whose values 
were quite different, posed a threat to the 
family’s status needs and thus to their se- 
curity. Their request for help in bringing 
their daughter back to a conforming way 
of life was reasonable enough but imposed 
a value judgment upon the therapist, who 
had to decide whether to accept her for 
treatment on these terms. 

Frieda Fromm-Reichman’s comment on 
the psychotherapy of psychotics bears most 
specifically on this dilemma. She states: 

“The recovery of many schizophrenics 
and schizoid personalities . . - depends upon 
the psychotherapist’s freedom from con- 
vention and prejudice. These patients can- 
not and should not be asked to accept guid- 
ance toward a conventional adjustment to 
the customary requirements of our culture, 
much less to what the individual therapist 
personally considers these requirements to 
be. The psychiatrist should feel that his 

al in treating schizoid personalities is 
reached if these people, without violating 
the law or hurting their neighbors, are able 
to find for themselves the sources of satis- 
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faction and security in which they are inter- 
ested.” 8 

In Barbara’s instance it was quite easy to 
tell oneself that this bright and attractive 
young girl was wasting herself and her 
talents; that she deserved to be more than 
a grease monkey’s wife; that she should not 
be allowed to throw away, because of an 
irrational infatuation, all the advantages 
which her parents could give her. 

However, should the middle-class thera- 
pist follow his middle-class inclinations and 
urge the youngster to conform and stay 
with her own cultural group, therapy will 
usually bog down and end in failure. These 
adolescents are displacing onto the cultural 
framework the usual problems of independ- 
ence and dependency. However, the values 
attached to this framework by the parents 
and others involved have so much emo- 
tional charge that the entire therapy or 
casework becomes unwieldy and the real 
problem of the adolescent is obscured by 
the value issues. 

I have often thought at these times of 
Freud’s comment regarding the treatment 
of certain obsessional patients. He com- 
pared his feelings with those of an infant 
astride an elephant, directing it where to 
go, but the elephant goes its own inexorable 
way, paying no heed whatsoever to his di- 
rections and admonitions, 

My experience with Barbara and many 
others like her was that the religious and 
cultural values attached to dating and 
marrying within one’s own group were of 
such intensity and power that it was im- 
possible to discuss them rationally or to 
analyze them with the individuals involved. 
The parents had too much at stake in the 
manifest content of the problem to see 


8 Fromm-Reichman, F., Principles of Intensive Psy- 
chotherapy (Chicago: University of Chicago Press, 
1950), 32. 
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tions, which needed to be resolved. 

Thus, to summarize this particular clini. 
cal illustration: conflicting values linger- 
ing in the environment frequently serve 
as lightning rods which attract and dis 
charge the tensions of interpersonal con- 
flict between parent and child. Often the 
discharge function becomes recurrent, re 
placing other methods of problem-solving 
which might be healthier. The psychiatrist 
and caseworker alike are often helpless in 
effecting change under these circumstances. 

I should now like to discuss another 
clinical syndrome which represents thog 
obverse of the problem mentioned above. 

In this instance, the child’s symptoma- 
tology reflects one side of a conflicting set 
of values within the family. I refer to à 
variety of talented youth who fail to ful- 
fill their latent promise, the “underachiev- 
ers.” It is commonly assumed that these 
boys and girls are emotionally disturbed. ` 
Could we be wrong? 

Most professionals have middle-class val 
ues toward education. We are, in the maim, 
upwardly mobile and for us, moving ahead 
is inextricably linked with learning. Could 
our values be inappropriate or incongt 
ous under certain circumstances? Should 
we consider the possibility that the wish 
to learn may not be the natural, spon- 
taneous and highly valued driving tora 
which we intellectuals need to believe 1t to 
be? Could it be that as far as the under- 
achiever is concerned it may be we oi 
who have the problem and not the un cs 
achiever; that we are unconsciously P 
jecting onto them our own pee 
values concerning learning; that when id 
do not achieve the way we feel they we 
we label them maladjusted, neurotic 
sick? 

Educators and sociologists 
cumulating considerable informa 


$ 
the latent content, the conflict of genera- | 


have been a 
tion re- 


garding the relative values of learning as 
against athletic skill and popularity. They 
demonstrate conclusively that being in- 
tellectually pre-eminent is at the bottom 
of the students’ totem pole. This has been 
replicated in almost every study of teen- 
age youth, 

Clearly, there is a schism between the 
values of the times. A clinical example 
may demonstrate this: an adolescent can 
be struggling with conflicting ideologies 
and values of which he is truly unaware, 
but which nonetheless act as potent stresses 
upon him. 

John had been referred to me because of 


‘under-achievement in school. His I.Q. was 


considerably above the average and his 
marks were well below. It was felt that he 
must be emotionally disturbed. This did 
not prove to be the case. One of seven chil- 
dren in an Irish Catholic family, he was 
popular, friendly and affable. Although 
he was not serious in class and spent as 
little time as possible on his homework, 
he was nonetheless the acknowledged leader 
of his group and had formerly been cap- 
tain of the Little League baseball team. 

Despite an LQ. of around 125, he was 


| scoring a D average in junior high school. 


The guidance counselor, his teachers and 
the principal were much concerned about 
this waste of talent. In valuational terms, 
John was not living up to his potential 
and this was a BAD THING. 

Both parents were interviewed during the 


psychiatric evaluation and it was learned ' 


that John’s father was a trucking foreman 
and dispatcher who on week-ends and 
holidays drove a private sanitation truck. 
He was actually holding down the equiva- 
lent of two full-time jobs. Father had 
never finished high school, nor had his 
wife, but he was determined, he told me, 
that his son would not waste his educa- 
tional opportinities as he had. 
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Both father and mother seemed dedi- 
cated toward getting a college education 
for as many of their children as possible. 
Both affirmed their interest in the develop- 
ment of the mind, yet they subscribed to 
no magazines other than a popular pic- 
torial. There were very few books in their 
home and there was no parallel evidence 
that either parent found the world of ideas 
particularly inviting, attractive or reward- 
ing. 

To sum up my findings, they professed 
to esteem intellectual achievement but actu- 
ally considered working with one's hands 
as having more value. Since John was en- 
rolled in a school system in which 90 per 
cent of the children went on to major col- 
leges, and since there was considerable 
status bound up with the scholastic inten- 
tions of a student, the conflict was severe. 

For John’s parent, intellectual achieve- 
ment presented a path toward the social 
class above, about which the father spoke 
bitterly and enviously in his interview. For 
John, it meant “being like the others.” 
Yet neither the parents nor John were posi- 
tively oriented toward the value of aca- 
demic achievement. In Wheelis’s terms, the 
parents’ values were instrumental and the 
teacher’s values were institutional. 

A detailed psychosocial history con- 
firmed the hypothesis that John was an 
achiever after hours, although he was func- 
tioning far from his potential in school. On 
week-ends he helped his father on the truck. 
He delivered papers. He swept yards. He 
was known as a hustler. The problem, if it 
can be labeled such, was that he valued 
work more than study. As a result of his 
identification with the latent values rather 
than with the manifest values within his 
home, John was subjected to considerable 


Pa aan 
4 Wheelis, A., The Quest for Identity (W. W. Nor- 
ton & Co., Inc., 1958). 
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pressure and disapproval by adults who 
were important to him. This type of con- 
flicting social situation, called a double 
bind by Jackson,’ is often productive of 
tension, anxiety and, at times, emotional 
disorder. 

I wish to conclude with another clinical 
illustration. This time it is from the field 
of juvenile delinquency, and it points out 
the transmission of latent antisocial values 
from parent to child, where they become 
manifest in delinquent behavior. 

Steve was brought to me for psychiatric 
treatment of his delinquency. However, 
his therapy was abruptly terminated by his 
arrest for auto theft and his commitment 
to the county jail. Because of his grand- 
father’s influence, he was “sentenced” ® to 
inpatient treatment at a local sanitarium, 
where his lack of inner controls made him a 
most difficult management problem for 
over two years. 

He was a typical psychopathic person- 
- ality whose good looks and ready charm 
endeared him to many, albeit for brief 
periods of time. The factors which brought 
him into his own particular and unique 
method of dealing with conflict and anxiety 
are best illustrated by a fragment from the 
intensive psychotherapy of Steve’s mother. 
This is an episode concerning the motor- 


5 Don Jackson states that a double bind is a type 
of predicament in which a person is exposed to 
two simultaneous commands or expectations which 
are mutually contradictory. An example would 
be the situation of a child whose exasperated 
mother shouts at him: “Stop being so obedient!” 
See Bateson, G., D. D. Jackson, et al., “Toward 
a Theory of Schizophrenia,” Behavioral Science, 
1(July, 1956), 251. 


6 See Hollingshead, A. B. and F. C. Redlich, Social 
Class and Mental Illness (New York: John Wiley 
& Sons, Inc., 1958), for a pertinent discussion of 
this issue of the effect of class on disposition of a 
patient’s outcome. 
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cycle on which Steve had been appre. 
hended for speeding at 90 miles per hour. 

At the time, I had begun to suspect that 
his mother, recently widowed, had been 
unwittingly instrumental in getting him 
into trouble or at least had passively em 
couraged his misbehavior. When Steve was 
released from the county jail to go to the 
hospital, I had this in mind and asked 
her what had happened to the motorcycle. 
This inquiry was met with a rash of secu- 
rity operations which were quite unusual 
for my patient up to this time. She hast 
ened to assure me that the motorbike was to 
be returned to its owner shortly; that the 
registration was a little out of order; that 
everything would turn out just all right. 

At this juncture of events, we both be- 
came more alert to the need for a realistic 
appraisal of the motorcycle situation and 
I began to ask very specific questions as © 
its current location, its ownership, and 
finally, my patient’s intentions. I learned 
the following: the motorcycle was prob- 
ably stolen; it was stored in a friend's g% 
rage; she has promised Steve that she would 
not dispose of it until he gave her permis 
sion; it was impossible to sell it anyway, 
since there was no registration; she didn't 
want to bring in the police any further, 

Fact strung upon fact led to an inevitable 
conclusion, later to be documented in full: 
Steve's mother manifested the proper atts 
tudes toward the dishonesty but did not be- 
lieve them. They were neither instrumen- 


STE t 
"tal nor institutional for her. Or, to putt 


in psychoanalytic terms, these were values 
which had never been incorporated into 
her superego. d 
Further information regarding the gran 
father was extremely clarifying, and E 
came apparent that Steve was the pro E 
of a private but delinquent subcultu y 
motto of which was, “It’s all right if m” 
can get away with it.” Grandfather 


called up on income tax evasion; 
x “fixed” her traffic tickets; but it 
ed for Steve to suffer the penalties 
living out the norm for this family. 
‘At these times, he was the target for their 
cous indignation, since his behavior 
reatened the security of the family. In 
tis sense he demonstrated in full the ficti- 
jus motto I have just mentioned, for as 
as his lack of morality was un- 
served or offended no one, it was con- 
oned and considered to be normal, Steve 
that what he had done wrong was to 
ught. 
we see the effects of a discordant 
)e system on adolescent behavior, effects 
lich cannot be understood unless one 
lers the values involved and their 
in the family and subculture. On 
oader cultural base there is a close 
between this illustration and pre- 
g conditions in outlying districts of 


se of the extended kinship system 
d other factors in old Hawaii, prop- 
tty was perceived in a different light by 
te natives than by those of European de- 
ent. These values persist in certain areas, 

up to the present. Accordingly, mean- 
into a neighbor's house and helping 
to his food, liquor and furniture 
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is not bad for some native rural Hawaiians, 
but is considered wrong according to the 
legal code, which is of New England ori- 


gin. 

I have been told by a reliable source that 
the jails in Hawaii house a small number 
of prisoners who feel, according to their 
own value systems, that they have commit- 
ted no crime. However, just as a neurosis 
offers no excuse for bad manners, cross- 
cultural value differences afford no exemp- 
tion from the laws of the land, even though 
they may give us a better understanding of 
the reasons for delinquent behavior. 

In summary, values play a far greater 
role in psychotherapy than the psychiatric 
literature would lead us to believe. The his- 
tory of the psychoanalytic movement re- 
flects changing concepts of the role of val- 
ues. The effects upon the conduct of psy- 
chotherapy are seen in their influence on 
the therapist as well as the patient. 

Conflicting values may be sources of 
stress for adolescents; they may act as light- 
ning rods on which are displaced the com- 
mon conflicts around authority; or they may 
be acted out by the adolescent in a direct 
fashion. The adolescent is particularly 
vulnerable in the area of values because of 
the immediacy of his role and identity 
struggles. 
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ARIE QUERIDO, M.D. 


Mental health programs in 
public health planning 


PREFACE 


This background document was prepared 
as a working paper for the technical dis- 
cucussions at the 15th World Health As- 
sembly in May, 1962, on the subject: “Men- 
tal Health Programs in Public Health 
Planning.” It is largely based on reports 
of discussions in member states in response 
to an outline document prepared by the 
World Health Organization and circulated 
in July, 1961. 

Up to the time of writing, reports were 
received from 44 governments. In several 
countries a preliminary examination of the 
topic gave rise to a series of meetings, 
which, in some cases, are being continued 
for further detailed discussions of practical 
steps to be taken, One report states that 
the meeting convened was the first of its 
kind on such a broad basis, bringing to- 
gether members of mental health and pub- 
lic health departments of the Ministry and 
several representatives of other disciplines; 


Doctor Querido is professor of social medicine, 
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this was considered an important start to 
closer co-operation between services. X 
Four nongovernmental organizations i 
official relations with WHO were also Ur 
vited to participate in preparations for the 
discussions. The opportunity is taken here 
to thank the World Federation for Mental 
Health, the International Association fot 
Child Psychiatry and allied professions, a 
International Union for Child Welfare a 
the International Union for Health Edw 
cation for their assistance in informing 
their members about the technical discus 
sions and urging them to co-operate Wi 
government discussion groups where por 
sible. 
The World Federation Fr 
Health also made available a record © š 
conference held in September, 1961, nt 
sored jointly with the Ministry gE : 
and Population of France, which sha. 
together health officials from some Pca 
tries, consultants, and executives © ie 
health associations to discuss prosan a 
mental health activities and their imp 


mentation. 


for Mental 


ntal health services in different coun- 
show a great variety in pattern and 
Mage of development, and this is reflected 
in the reports. It was therefore considered 
yalue to trace the evolution of provi- 
ons, marking the steps that can lead—and 
ñ some countries have led—to a program 
of mental health care giving wide cover- 
age, within a comprehensive health plan. 
Tt will be noted that no mention is made 
M problems concerning the mentally sub- 
ormal, since the implications of this topic 
too far-reaching to be dealt with sat- 
torily as a subsidiary item. 

he subject matter requires frequent use 
of terms that might possibly lead to mis- 
Mterpretation because of the different 
of health services and the organ- 

on of medical care in various coun- 
fries. This difficulty is met whenever sim- 
lar subjects are to be discussed and has 
een dealt with in various WHO publica- 
ons. 
In the present paper, “public health 
is used within the frame of the defi- 
n originating from Winslow? and 
mended by the Expert Committee on Pub- 
ic Health Administration in its fourth re- 
ort. The term is therefore used to desig- 
ate care organized by community effort. 
in some countries organized com- 
effort includes medical care for the 
which may include hospital care as 
as the activities of the general prac 
lsewhere, either the hospital or the gen- 
practitioner or both may be partly 
irely outside organized community 
In some countries, organized com- 
effort is limited to preventive activ- 
in other countries, curative activities 
re partly or entirely included. “Public 
th care,” therefore, refers to an organi- 
situation and it remains uncertain, 
without further qualification, which activi- 
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ties the term covers, When it is desired 
to refer to all preventive and curative 
activities in a given area—irrespective of 
organizational structure—the term “gem 
eral health care” is used. 

Finally, it may be remarked that the 
author attempted as much as posible to 
mirror the contents of the reports received, 
but felt at liberty at some points to develop 
and expand the arguments arising from 
the reports. 

PART I 
INTRODUCTION 
Definition of the Subject 
Operational definition of mental health 
care. For the purpose of this paper, men- 
tal hygiene or mental health care is con- 
ceived as the sum of activities, based on 


Constitution, 

Who is professionally concerned? Since 
mental health care deals with the relations 
of man to others, it will be the concern 
of all those who, by reason of their role, 
position or profession in society, influence 
these relations. The work of policy-makers, 
legislators, administrators, educators and 
of the mass-media experts all has implica- 
tons for the mental health of the popula- 
tion. Just as physical hygiene, however, 
could only develop as a science from the 
understanding of the pathological, the sci- 
entific basis of mental health care took 


1 World Health izati Technical Report 
Series, No. 55, 1952; No. 140, 1957; No. 215, 1961. 
2 Winslow, C-E. A., The Evolution and Significance 
of the Modern Public Health Campaign (New 
Haven, Conn.: Yale University Press, 1923, p. 1. 

s World Health Organization Technical Report 
Series, No. 215, 1961. 
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its origin from the experience gained in 
dealing with mental patients. 


Delineation of fields of activity. While in 
the field of mental health care it is pos- 
sible to delineate the proper domain of the 
psychiatrist—i.e., the care and cure of those 
suffering from or threatened with mental 
illness—there are a number of areas where 
other experts and professionals bear the 
main responsibility, but where the psychia- 
trist can contribute from his experience, 
until those experts have integrated mental 
hygiene principles in their own body of 
knowledge. 

Therefore, for the present, it does not 
seem desirable to attempt to define the 
field too closely, including certain activities 
and excluding others. It seems more appro- 
priate to follow the historical pattern of 
development with the psychiatric activities 
in the center, fanning out into adjoining 
areas. 


Current Reasons for Intensified Action 


Increase in psychiatric possibilities. The 
therapeutic nihilism which reigned in the 
medical realm up to the first quarter of 
this century was conquered more slowly 
in psychiatry than in other branches of 
medicine. However, many reports show a 
clear awareness of the present preventive 
and curative possibilities in the psychiatric 
field. Among the preventable factors are 
these: environmental hazards such as in- 
toxications, nutritional deficiency and acci- 
dents as preventable causes of mental ill- 
ness, as well as emotional deficiencies im- 
peding the development of the growing in- 
dividual. 

Among the therapeutic possibilities are 
the psychotropic drugs, individual psycho- 
therapy, group psychotherapy and socio- 


4World Health Organization Technical Report 
Series, No. 185, 1960. 
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therapy in a therapeutic environment, $0- 
ciotherapy as a support for readaptation, 
educational therapy as a means for rehabil- 
itation. Many reports make it clear that 
in applying these methods the more serious 
and long-term sequelae of mental illness 
can be averted or at least alleviated. The 
impediment to personal efficiency and in- 
terrelations caused by the numerically 
vastly important psychosomatic disturb- 
ances is receiving growing attention, often 
with gratifying results. Several reports em- 
phasize the time factor: the earlier a condi- 
tion is recognized and dealt with, the bet- 
ter the effect obtained in comparison with 
effort expended and in terms of results. ! 

An active preventive and therapeutic 
policy, making judicious use of the large 
number of given possibilities, results in å 
quick turnover of patients and a decrease 
in the reservoir of chronic cases. Several 
countries which have been able to follow 
this policy for some time report a decrease 
in the number of mental hospital beds 
required. 

Because of the advances made in ps% 
chology and the deeper understanding of 
psychodynamics which again led to ad: 
vances in psychotherapy and social therapy: 
and because of the development of chemo- 
therapy and a better understanding of the 
possibilities of early treatment and a 
tion, psychiatry has changed from oe 
the most pessimistic branches of medicm 
to one of the most hopeful. 

The evidence of this change as pre i 
in many reports as well as in the ee 
literature, constitutes a duty fe make x. 
methods available to the public. The q x 
tion of how this is to be achieved vA l 
main problem offered for the coming 
nical discussions. 
tal health 


Increase in demands for met alth prob: 


care. The size of the mental he 


sented ` 


lem and the demands it makes on the per- 
sonnel and material resources of the coun- 
tries emphasize its urgency. 

No single country reports an over-all de- 
crease in the pressure of the problem. The 
majority of the reports speak of shortage 
of beds in mental hospitals, serious over- 
crowding and lack of funds to improve ex- 
isting hospital conditions. Several countries 
report, however, that the need for hospital 
beds remains constant or is even decreas- 
ing. But also in these latter countries—as 
in many others—an increasing demand for 
mental health care facilities other than 
hospital beds is observed. 

It is worthy of note that no report as- 
ctibes this increasing demand chiefly to 
an increase in mental illness. It seems to 
be generally agreed that the incidence of 
the major psychoses, at least, has remained 
practically constant for many years. There 
is some suspicion as to an increase in inci- 
dence of neuroses, described in one com- 
munication as the “late flowering of civili- 
zation.” 

On the other hand, in many countries, 
increase SY mental health problems is as- 
ctibed to the fact that other health prob- 
lems have dwindled in importance, and 
that increased life expectancy and de- 
creased excess mortality may lead to a sim- 
ulated absolute increase. 

The rising demands are explained by a 
greater activity and increase in positive re- 
sults of psychiatric treatment, bya growing 
trust of the population in mental health 
facilities, by a growing awareness among 
the public as well as the experts of the im- 
portance of mental health problems, and 
by the fact—generally known in public 
health activities—that more needs become 
evident as more services become available. 
Furthermore, some reports mention fac- 
tors which tend to bring mental disturb- 
ances more into the open. 
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Among these factors are: social changes 
in the community; economic changes; in- 
dustrialization and urbanization, changing 
the pattern and rhythm of family life. All 
of these changes tend to undermine tradi- 
tional family structure, to render it less 
stable or to change the family role. The re- 
sult may make it impossible for the family 
to care for its infirm and handicapped. 

Since relevant statistical data—and es- 
pecially data other than those concerning 
demands made on available facilities—are 
very incomplete, any pronouncement on 
incidence or prevalence of mental disease 
and its change in time or place can be 
regarded only with great reserve. How- 
ever, it can safely be stated that numerous 
factors tend to bring the problems of those 
suffering from or threatened with mental 
disturbance more to the fore. 


Need to Bring Mental Health into Public 
Health Planning * 


Integration of mental health in public 
health care. At present a renaissance of 
medicine is being witnessed: the rediscov- 
ery of the patient as a human being, and, 
by implication, the introduction of men- 
tal health thinking into general medicine. 
It is remarkable how many reports have in- 
troduced this element in their argument. 

“Since people cannot be divided into 
physical beings and mental beings,” states 
one report, “we are compelled to co-ordi- 
nate and integrate the goals and definitions 
of services and hence the services them- 
selves.” “Public health and mental health 
care services are so intimately interwoven 
that it would be difficult, and indeed harm- 
ful, to attempt a separation,” remarks an- 
other. 

A third report observes that “mental 


5 World Health Organization Technical Report 
Series, No. 9, 1950; No. 31, 1951; No. 134, 1957. 
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health deals with persons and their en- 
vironment as well as public health does,” 
a fourth that “... since 1950, a general ten- 
dency exists to make mental health care 
equivalent to general medical care,” and, to 
finish these quotations: “the public health 
approach to mental disorders is the same 
as the public health approach to other 
groups of illnesses: prevent what we know 
how to prevent; terminate and mitigate 
what we know how to terminate and miti- 
gate; reduce disabilities resulting from ill- 
ness.” 

While strong statements are to be found 
in the reports advocating integration of 
mental health programs in public health 
activities, at the same time many point out 
that public health activities often, or even 
always, touch on mental health problems, 
since they are concerned with people, per- 
sons who often seek public health service 
because they are in a transitional or critical 
stage of their life. These again are argu- 
ments for the closest possible co-operation, 
if not for the identification of mental 


health care as an aspect of general health 
care. 


Integration of preventive and curative care. 
Many reports point out that no clear lines 
can be drawn between preventive and cura- 
tive activity. If, for technical reasons, de- 
lineations must be made, the interaction 
between prevention and cure is so close 
that it is impossible anyway to separate 
their effects. 

This same point has been emphasized 
in Mackintosh’s paper on the “Role of the 
Hospital in the Public Health Program.” 6 
He remarks that “it must be clearly stated, 


6A paper prepared for the technical discussions at 
the 10th World Health Assembly, 1957. Roneo- 
graphed document A10/Technical Discussions/1. 
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however, that preventive and curative 
medicine have reached the stage where 
they are no longer separable . . .” and “dur. 
ing the period following the second World 
War there has been a very strong tendency 
to move toward the further integration of 
health and medical care. It may be con 
fidently predicted that this movement will 
gain in strength.” The course of events 
in subsequent years, as well as the re 
marks in the reports on this point, have 
confirmed Mackintosh’s prediction. 


Conclusion from the foregoing. From the 
reports which express themselves on this 
point, it can be concluded that separation 
of cure and prevention in the mental 
health field is acceptable only when cat- 
ried out for technical reasons. Further 
more, that assimilation of mental health 
care in general health care is highly de 
sirable. It may be expected that this assim- 
ilation will increase the potentialities ol 
both fields of endeavor and—more specifi 
cally pertaining to our subject—will bring 
the potentialities of modern mental health 
care to the population. 


Feasibility of Modern Mental Health 
Care Programs" 


The problems of limited possibilities. a 
the following pages a number of aa 
health care procedures and activities wi 
be discussed as they were gathered from 
the various reports. 

However, many reports also wai 
impossibility of carrying out these aoe 
ties for lack of expert personnel and 1: i 
quate funds. Frequently the remar vib 
made that programs advocating such ac a 
ties are unrealistic in view of actual ae 
ditions, especially in developing CN a 
A tendency to employ meager resoni a 
clusively for the care of the most a P 
deteriorated patients—who seem too it 
the most pressing, or indeed, the only P 


mention the 


lem—is unmistakable. Several reports, 
while acknowledging the importance of 
other activities, postpone these to some 
later phase when it is hoped more per- 
sonnel and funds will be available. This 
means a perpetuation of the custodial men- 
tal hospital system for an indefinite period. 

This attitude implies a danger, for with- 
out exception the reports make it clear 
that as long as the classical, i.e., custodial 
mental hospital, remains the main or only 
remedy offered, the problems will keep on 
moving in a vicious circle. Since double or 
even triple overcrowding in mental hos- 
pitals is not uncommon, the creation of 
adequate space alone will cause intoler- 
able burdening of the budget; lack of per- 
sonnel renders the service so unrewarding 
that no new personnel can be induced to 
seek service, and physicians feel no in- 
centive to take posts in mental hospitals. 
Furthermore, it is well understood that in- 
crease of mental hospital accommodation 
does not offer any real solution but will 
only result in new accumulation of patients 
and new overcrowding. 

Furthermore, it is not only developing 
countries that complain of lack of funds 
and personnel. The same complaint is 
heard in practically all reports. 

While it may be a philosophical ques- 
tion whether it will ever be possible fully 
to satisfy mental health (and general 
health) needs, even in developed countries, 
the provisions are often dramatically be- 
low what is considered a minimum re- 
quirement. 

One report from a highly developed 
country vividly describes the extraordinary 
dificulties—and failure—to make a radi- 
cal change in the classical pattern of care 
for mental patients because of lack of funds 
and personnel. 

_The way the legislative and administra- 
tive base for the care of the mentally 


Public health planning 


QUERIDO 


ill originated in many countries—custody 
and segregation being the main purpose 
—caused a development into patterns of 
procedure which, at present, cannot be 
regarded as adequate for the tasks of mod- 
ern mental health care. 

In some countries these patterns have 
been changed; in other countries they are 
so rudimentary that they are no impedi- 
ment to change. In other countries—and 
especially in many developed countries— 
they are most extensive, and replacement 
and rebuilding must be carried out while 
the everyday functions go on—a difficult 
problem for a building as well as for an 
organization. 

The question of what shape a system 
of modern mental health care should be 
given and how the proposed transforma- 
tion should be carried out—applicable to 
local circumstances—was another cardinal 
issue for the technical discussions. 


A tentative solution. It is, therefore, well 
to bear in mind that the great majority 
of activities constituting modern mental 
health care programs are functions which 
are not necessarily identical with an equal 
number of specialists, nor with the exist- 
ence of various specific institutions. The 
expert worker can carry out, supervise and 
advise on a number of different functions, 
each representing an item in the program, 
just as one building can have many varied 
activities going on under its roof. 

Obviously a limited number of person- 
nel will limit both the extension and the 
depth of the proposed activities. 

Both extensions and increases in depth 
(or sophistication) require more personnel 
and money. As to extension, it is not in- 
evitable that the number of specialists has 
to be increased correspondingly with the 
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increasing scope of the service. The pro- 
vision of specialists whose functions would 
be mainly consultative and advisory would 
enhance their effectiveness without increas- 
ing their number in the same ratio. 

As to increased depth in mental health 
care, this is achieved by specialization and 
differentiation co-ordinated in the mental 
health team, The psychiatrist becomes a 
social psychiatrist, a psychotherapist, a child 
psychiatrist, etc. Undifferentiated auxiliary 
personnel become mental nurses, psychiatric 
social workers, occupational and recrea- 
tional therapists, etc. The psychologist, 
pedagogue and sociologist are brought in. 

In the light of practical experience it 
would, however, seem a mistake to try 
to establish a broad differentiation at the 
start of any mental health program. Ir- 
respective of the question of whether the 
start is made in a developing or an ad- 
vanced country, further increase in depth 
and further differentiation can only de- 
velop as the results of the interplay of 
given conditions and current activity. 

“To plan the mental program in rela- 
tion to the present situation and expand 
it as personnel becomes available and the 
situation warrants it is the essence of a 
sophisticated approach,” as one report re- 
marks, 

At which strategic points the specialists 
should be placed and what could be re- 
garded as the minimum requirements for 
the start of a mental health program might 
be questions to be examined at the coming 
technical discussions. 


EVOLUTION OF MENTAL HEALTH 
CARE PROVISIONS 


The Mental Hospital, Old and New Roles ° 
The classical role of the mental hospital. 


9 World Health Organization 
Series, No. 90, 1955. 
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Many reports condemn, sometimes in the 
strongest terms, the mental hospital as be- 
ing detrimental to the well-being of the 
patients. Frequently, this detrimental in- 
fluence is identified with the custodial 
functions of the mental hospital. It must, 
however, be accepted as an undeniable 
fact that it may be necessary to place 
a mental patient under custodial care, 
either in his own interest or in the inter 
est of others; this fact is duly mentioned 
in several reports. On the other hand, it 
will be admitted—again as numerous re 
ports point out—that this is only neces 
sary exceptionally, and the period during 
which the involuntary stay has to be em 
forced may be short. If some levity be 
permitted it might be said “that you may 
have to lock up some patients sometime, 
but never all patients and never all the 
time.” 

It cannot be denied that deprivation of 
the patient’s liberty may be detrimental to 
his condition and to his chances of recov 
ery. The fact, however, that in some 
cases a stay has to be enforced does not 
obviate the necessity to provide treatment 
and it is this treatment which is frequently 
reported as lacking. A similar deteriora 
tion of the inmates, which some reports 
vividly describe, can be observed in those 
children’s and old people’s homes Jacking 
adequate care but where there is no ques 
tion of custody. 

The detrimental influence, so widely as 
cribed to the mental hospital, is not chiefly 
a result of its custodial function; rather 
it results from the fact that apart fe 
custody few or no adequate activi W 
the hospital are carried out to Pate 
the patients’ well-being and cure. i 
report remarks: “The difference 1n ee 
of stay in various mental hospitals is ip 
termined by the therapeutic, priddp i 
plied.” In the light shed by other rep 


pm 


it might be added “and whether any thera- 
peutic principles are applied at all.” 

Several reports remark that the popula- 
tion expects or demands that the mentally 
ill be segregated and secured in closed 
institutions. This attitude is understand- 
able as long as the fear of the “madman” 
persists. It may be pointed out that this 
fear is chiefly fed by the image of the 
patient as it results from long years of 
inadequate care; this image is identified 
with the mentally ill, in general, and with 
the hopelessness of the psychiatric case. 
The mass media have done much to ex- 
ploit this fear. 

As long as the mental hospital remains 
a horrible place which, indeed, produces 
horrors, no other attitude can be hoped 
for. It is only when the mental hospital 
can point toward positive results that this 
attitude can be expected to change. 


The transformation of the mental hos- 
pital.!? The “no restraint” movements of 
the 19th century arose from the under- 
standing that the insane should be kept 
in a place that was more a hospital than 
| 4 prison; d’Esquirol’s 11 ideas are still fully 
applicable today. 

The systematic attempts to change the 

tole of the mental hospital, based on an 
insight into normal and abnormal human 
behavior, are now almost 50 years old and 
yielded considerable results long before the 
discovery of the ataractic drugs. 
_ The importance of these drugs as offer- 
ing enormous support to psycho- and socio- 
therapy is generally recognized.1* However, 
they can offer only a partial solution to the 
therapeutic problem, since they deal with 
Certain aspects of the patient only. There 
is even some danger that they will detract 
from the main therapeutic target: that is, 
the totality of the sick person. 

The so-called “active therapy” (Simon, 
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Van der Scheer, T. P. Rees, Sivadon and 
others) was worked out during and after the 
first World War, and was assimilated in 
many mental hospitals. The essence of this 
method is the creation of a therapeutic com- 
munity, a miniature society in which the 
patient can be made to experience and to 
enjoy being a member. He receives com- 
pensation for his labor, has responsibility, 
lives as an individual, and seeks recreation. 
The changes brought about by this regime 
in the mental hospital can only be called 
revolutionary. The revolting aspects of the 
mental hospital disappeared; the average 
length of stay decreased until it was 
counted in months instead of years. The 
interdependence with environment—not 
only of behavior but of symptoms which 
were generally regarded as inherent to the 
illness—was once more demonstrated, as 
had been done by Pinel more than a 
century before. 

It may be recalled that changes in the 
old and often dismal wards—changes es- 
sential to create a comfortable and per- 
missive environment—were often carried 
out by the most primitive means and by 
the patients themselves. Furthermore, as a 
rule, the change of regime was carried out 
by the old staff; it was usually sufficient 
when one staff member had really studied 
and grasped the philosophy of active ther- 
apy and was able to direct and inspire the 
others. It must not be forgotten that it was 
not only the patients, but also the medical 
and nursing staff, who had to be exposed 
to an intensive period of reorientation and 
re-education. 


Se 
10 World Health Organization Technical Report 
Series, No. 78, 1953. 


11 d’Esquirol, Mémoire Statisique et Hygienique sur 
la Folie (Paris: 1822). 
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It is deeply to be regretted that the rav- 
ages wrought by World War II—in which 
mental hospitals and their patients suffered 
severely in many countries—destroyed 
much of this work. At present the world’s 
mental hospitals seem to show all stages, 
from the pre-Pinel and the pre-Simon to 
the therapeutic community. 


Is the mental hospital bankrupt? From the 
tenor of most of the reports, as well as 
from a number of explicit statements, the 
conclusion can be drawn that the old men- 
tal hospital concept is regarded, without 
reservation, as obsolete. 

On the other hand, the mental hospital 
as a therapeutic community has to be 
considered as an essential link in the men- 
tal health care provisions of a community. 
A considerable number of patients require 
a procedure of re-education, resocialization 
and rehabilitation. This process may take 
months and often needs a combination of 
various forms of psychotherapy, drug ther- 
apy, occupational, recreational and social 
therapy. This principle is, at present, be- 
ing further developed; the interaction of 
the patient with his group and with the 
hospital personnel has been formulated in 
the terminology of modern psychology. 
New concepts of group psychotherapeutic 
mechanisms are being developed and 
tested. 

In countries in which the readaptation 
will have to be made with a highly in- 
dustrialized society, this will require insti- 
tutions specially equipped with workshops, 
recreational facilities and extensive grounds, 
Apart from a number of more or less spe- 
cific medical provisions, this new mental 
hospital, therefore, has chiefly the function 

of a rehabilitation center, as we know the 
rehabilitation centers for the disabled by 


18 World Health Organization Technical Report 
Series, No. 73, 1953; No. 134, 1957. 


634 


physical causes. Countries offering a more 
agricultural setting require a therapeutic 
community more conforming to this social 
pattern, as is shown by a most interesting 
description of a therapeutic community 
village in one report from Africa. 


Open door and open ward. To educate 
and treat a patient by giving him trust and 
responsibility requires doing away with the 
locked door. Many reports mention that 
in some of the wards or part of the hos 
pital the doors are open. This situation 
has to be distinguished from the “open 
ward,” which in many countries is reported 
as a feature of the mental hospital. 

While the “open door” system may be 
found in an institution which in itself 
is “closed”—the patient is legally com 
mitted in a hospital with an active thera- 
peutic system—the “open ward” receive 
patients on a voluntary basis. The open 
ward is, therefore, a further step in what 
can be called the emancipation of the men: 
tal patient. There is considerable differ- 
ence as to the frequency of these voluntary 
admissions and the proportion of “open 
to “closed” wards. In a few countries 1 
such facilities are reported; in others, the 
number of voluntary admissions may range 
from 10 per cent to 85 per cent of all ad 
missions. The extent to which the 
ward system is in use may be regardé 
as a fair measure of the level of pra 
hospital care and of its acceptance bystig 
population. 

The Evolution of Extramural Mental 
Health Gare 15 


Psychiatric aftercare. One of the ee 
which follow logically from an i "l 
regime in the mental hospital is the n x 
for closer contact with society. Tne 
behavior and disappearance. of sympte j 
has to be followed by parole and discharg® 


the ties with the family must be main- 
tained or strengthened; what the patient 
has been taught in the hospital must be ap- 
plied outside. 

Since the therapeutic community is an 
artificial society, it is possible to adjust the 
burden put by this society on its members 
according to what the patient is able to 
bear; this method, in fact, makes it a thera- 
peutic instrument. Therefore, to consoli- 
date the gains of intramural therapy, it 
might be necessary, in a number of cases, 
to assist the patient's adaptation to society 
after his discharge by a device for adjusting 
the burden of society, within limits, accord- 
ing to the needs of the patient. The de- 
vice is the aftercare system, which devel- 
oped in several countries as a consequence 
of improved mental hospital regime. 

In its first stage, it extends certain in- 
tramural activities outside the hospital for 
the benefit of discharged patients. Guid- 
ance and support are given to the patient 
and his family by nurses, social workers 
and/or doctors. Mediation with all kinds 
of social institutions on behalf of the pa- 
tient is carried out. If return to the hos- 
pital should be necessary, this extended 
influence makes it easier for the patient 
to accept and less of a traumatic occur- 
rence. 


Development of sociopsychiatric and out- 
patient services. Gradually the tendency 
arises to project more activities from the 
hospital into society. 

If the patient does not require the ex- 
tensive adjustments possible only in the 
artificial hospital society, there are great 
advantages in leaving him in his own en- 
Vironment and bringing the therapeutic 
facilities of the hospital to him. In this 
Way he may profit from occupational and 
recreational therapy by the organization 
of sheltered workshops and clubs. Psycho- 
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therapy, chemotherapy, group therapy may 
be found in day hospitals, outpatient clin- 
ics, etc. 

As will be understood, when the possi- 
bilities reach this scope they are no longer 
destined exclusively for patients discharged 
from mental hospitals, but also for other 
patients who have never been admitted 
to a mental hospital. 

At this stage, aftercare activities begin 
to merge with preventive activities and 
other curative activities in the mental health 
care field—early diagnosis and treatment, 
marriage counseling, child guidance, voca- 
tional guidance—while public health activ- 
ities are being approached, and important 
interaction may develop with other agen- 
cies. 

Special mention has to be made of out- 
patient (polyclinics, dispensaries, etc.) serv- 
ices. Their development may, in some in- 
stances, be a result of the orientation of 
the mental hospital toward society: an af- 
tercare service may become the center of 
ambulatory psychiatric treatment in the 
community. However, frequently the out- 
patient department develops independ- 
ently of the mental hospital. In that case, 
it is a concomitant of medical specializa- 
tion, which requires high-level ambulatory 
treatment, backed by such hospital facilities 
as laboratories, X-ray installations, etc. 
The psychiatric outpatient department of- 
fers early diagnosis and treatment in close 
co-operation with other medical specialties. 
Especially when linked with clinical wards 
on the side and with a social service on 
the other, it may become a very important 
instrument for primary and secondary pre- 
vention. 

At this stage it can be expected that 
these extramural activities are brought to- 
gether in a comprehensive mental health 
care service, or at least in some focus of 
activity such as the mental health clinic, 
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the outpatient service or the psychiatric 
hospital service. In this way the socio- 
psychiatric service comes into being, con- 
ceived as an organization co-ordinating a 
number of facilities that will ensure pre- 
vention, early detection, referral for ade- 
quate treatment, rehabilitation and fol- 
low-up in the mental health field. It is 
designed to give psychiatric care a dynamic 
character by fitting it to the requirements 
and potentialities of the patient at each 
stage of his illness and exploiting the avail- 
able possibilities of the community to the 
utmost. Rural areas may profit from these 
activities by mobile teams based on a 
central organization, as mentioned above. 


Psychiatric Wards in General Hospitals 


General. It has become clear from the re- 
ports that psychiatric wards have been in 
use in general hospitals in several coun- 
tries for many years. In other countries 
the introduction has been made more re- 
cently; in some, the possibility is under con- 
sideration and in a very few the reaction 
is negative. Among the advantages it may 
be mentioned that the length of hospitali- 
zation is usually short and no commit- 
ment is involved, so that there is less so- 
cial disruption for the patient and family. 
Early diagnosis and intensive treatment 
may eliminate the necessity for transfer 
to long-stay institutions. Furthermore, the 
presence of the psychiatrist may lead to 
consultation with other specialists and im- 
prove medical services throughout the hos- 
pital. 

One report mentions as a possible dis- 
advantage that the staffs of mental hos- 
pitals would be depleted and that only 
chronic patients would be sent to mental 
hospitals. On the other hand, the estab- 
lishment of psychiatric wards in general 
hospitals might increase psychiatric man- 


636 


power by attracting psychiatrists in private 
practice and by using these wards as teach- 
ing centers for medical and nursing stu- 
dents. 

It is generally agreed in the reports that 
psychiatric units in general hospitals should 
not become too large and that the patients 
be selectively admitted (acute cases and 
psychoneurotic conditions as a result or 
complication of physical illness). 

It may be remarked that in countries 
with very few psychiatrists there seems to 
be little point in admitting psychiatric pa 
tients to outlying hospitals, which can only 
infrequently be visited by psychiatrists. 


The psychiatric ward as screening center. 
Two reports mention a function of the psy- 
chiatric wards in the general hospital that 
may receive some emphasis. 

When the total organization of mental 
health care shows enough differentiation t0 
allow some choice, it becomes important 
to establish a screening center in which 
the patient can be observed and examined 
and a course of treatment and rehabilita- 
tion can be worked out. 

Such a screening center can be of great 
importance to the efficiency of the entre 
mental health care apparatus. To neglect 
this screening procedure enlarges the risk 
that the illness will be unduly prolon 
or that the patient will be reduced to per 
manent invalidism. Apart from the human 
suffering that can be prevented in this way, 
the costs involved are only a fraction 0 
what has to be spent later on the care 0 
those initially neglected patients. i 

It is not possible to give a generally t 
ratio of inpatients to outpatients 1m k s 
center; much depends on its relations TA 
other facilities. But as a general ee. 
ment it can be stated that, in order to È 
fill its function, it must be able to ma 
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use of the full aid of specialist const. 


tion and laboratory facilities of modern 
medicine. To erect such a center as a sep- 
arate hospital would be a costly duplica- 
tion of a general hospital, and the same 
would be true if such a center were at- 
tached to a mental hospital. The most ef- 
fective way, therefore, seems to be to in- 
corporate it into a general hospital, or to 
associate the two very closely. 

Under favorable circumstances this center 
can become the strong point of the mental 
health care organization. It may function 
as a teaching unit for future specialist per- 
sonnel, medical undergraduates and general 
nursing personnel. Its outpatient depart- 
ment may function as a sociopsychiatric 
service for the region; it may form the 
basis of a psychiatric emergency service. It 
can contribute enormously to the assimila- 
tion of mental health practice into the gen- 
eral hospital and in the public health and 
social services of the community. 


Mental Health Implications in Other Fields 


As mentioned previously, mental health 
care has no monopoly of dealing with in- 
terhuman relations and their disturbances. 
They are also the concern of many other 
agencies working in the community, such 
as the educational organization, public as- 
sistance, the agencies dealing with juvenile 
and adult delinquency, prostitution, and 
With special groups such as migrants and 
foreign laborers. 

It is—or at least has been—a general 
complaint that these activities are locked 
in watertight compartments and that no 
interchange of experience, information or 
ideas takes place. A mental health service 
May often be instrumental in breaking 
through these compartments to mutual 
advantage. 

It is often necessary, in order to make 
the existing possibilities in the community 
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available to the patient, to contact social 
agencies, public and private organizations 
and the public health services. This con- 
tact may lead to two results, 

In the first place, it may be discovered 
that the other agency has problems in con- 
nection with clients who turn out to be 
mentally disturbed but who were not rec- 
ognized as such. This contact, therefore, 
may provide an important means of case 
detection. In the second place, further con- 
tact may lead to an understanding of mu- 
tual procedures that can be most instruc- 
tive. In this way, a consulting activity may 
arise which originally was more or less ac- 
cidental and informal, but which may re- 
sult in a diffusion of mental health prin- 
ciples at strategic points in the community. 


Recapitulation: The Three Levels of Pre- 
vention within the Mental Health 
Care Frame 


General.4 In the preceding paragraphs an 
attempt has been made to show, on the 
basis of the reports received and the rele- 
vant literature, that mental health care 
can develop, is developing and, in some 
important instances, in fact, has developed 
into a comprehensive chain of procedures 
that comes very close to the structure of 
current public health systems. 

This development may be regarded both 
as cause and as effect of the increased pos- 
sibilities in the mental health field as they 
arise from the interaction with their social 
(economic, political, cultural) setting. It 
may, therefore, be well, at this stage of the 
argument, to review the present-day mental 
health care possibilities according to the 
three levels of prevention in which general 
health activities can be distinguished and 
which, taken together, can be regarded as 


ee 
14 World Health Organization, Expert Committee 
on Mental Health, Eleventh Report, 1962. 
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a comprehensive health care program, as 
this is understood today. The majority of 
the examples offered in the following para- 
graphs are gathered from the reports re- 
ceived. 


Primary prevention: the prevention of the 
occurrence of the disease. It is true that 
no specific prevention is known as yet for 
some of the major psychoses. The size of the 
problem offered is not, however, in the first 
place a matter of incidence but of preva- 
lence, because the disease may result in 
a longer period of continuous and total 
invalidism than almost any other disease 
known to man. To abbreviate this period 
is, however, a matter of secondary and 
tertiary prevention, which will be discussed 
below. 

Many possibilities of preventing or at 
least of postponing the psychoses of old 
age are open at present. In part, they 
are of a relatively simple and physical 
nature: providing adequate nutrition in 
old age seems to be a most important 
preventive measure, Partly, complicated 
psychological and social measures are re- 
quired, which, however, are recognized, 
worked out or are already operating in 
many countries. Geriatric services as part 
of mental health care services or working 
in close association with them offer a solu- 
tion.15 

The prevention of injuries to the central 
nervous system is often the responsibility, 
as Gruenberg?* points out, of agencies 
other than those providing mental health 
care, Intoxications, infections, deficiencies, 
brain injuries, caused either by accidents 
or intrauterine and obstetrical occurrences, 


15 World Health Organization, Technical Report 
Series, No. 117, 1959. 


16 Gruenberg, E. M., “Application of Control Meth- 
ods to Mental Illness,” American Journal of Pub- 
lic Health, 47(August, 1957), 947. 
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are in the field of other specialists; close 
co-operation with mental health experts in 
regard to the prevention of the occurrence 
itself and its sequelae is indicated. The 
prevention of general paralysis is partly a 
matter of primary prevention, closely 
linked with the combat of venereal disease; 
partly it is one of secondary prevention 
and, as such, is one of the most impressive 
examples of the possibilities of early diag- 
nosis, treatment and follow-up. 

In the vast field of the prevention of 
emotional disturbances and the prevention 
of abnormal development of the emotional 
life it is not so much a question of recog: 
nizing causative factors as of practical ap- 
plication of established knowledge. This 
can be carried out in part by the agencies 
of preventive mental health care and partly 
by enlightenment, training, education and 
consultations with those who deal with the 
growing individual. 


Secondary prevention: mitigating or ter 
minating the disease once it has become 
manifest. In the mental health field, 
perhaps even more than in the field of physt- 
cal health, there is a most pernicious rela- 
tion between the duration of the disturb- 
ance and the effort necessary tO meet it 
A disturbance of emotional development, 
leading to behavior trouble in a baby, when 
discovered in the well-baby clinic, zA 
be put right with one or two talks vi 
the mother; when discovered at schoo), 
it may require one-half year of work Pi 
the child guidance clinic; when dua 
during adolescence, therapy may be ae 
sary over a period of several years; ID a 
adult it may well prove resistant to 0, 
ment. 

The same is true for a major PS ie 
when detected and treated early ani Pf 
orously, readaptation may fee ir nes 
within a few months; when initially 


lected, readaptation may take years or 
may never be attained. Therefore, case 
detection in early stages, by close contact 
with other general health and social agen- 
cies, by consultation services, outpatient 
facilities, general hospital psychiatric wards 
and other open hospital services will be 
able to fulfill the requirements of second- 
ary prevention. 

Not only must the services be easily avail- 
able; the public must also be ready to 
use them. This has to be brought about by 
education of the population of physicians 
and public health workers and by obtain- 
ing the co-operation and insight of those 
persons holding key positions in the com- 
munity. By this education—but no less by 
the type, level and results of work dem- 
onstrated in the mental health care or- 
ganization—fear and prejudice connected 
with mental illness can, in the long term, 
be overcome. š 

Again, an important step toward this goal 
can be made by making the mental health 
care provisions similar, as far as possible, 
to other general health facilities and by 
removing any specific obstacles to seeking 
treatment. To quote from one report: 
“The new pattern [of mental health care] 
aims at linking psychiatry with general 
medicine in the hospital service and with 
the public health service in the commu- 
nity. In its final form this will enable 
the majority of psychiatric patients to find 
whatever advice or treatment they need 
within easy reach of their homes and with 
no more difficulty or formality than any 
other sick person.” 


Tertiary prevention: reducing disabilities 
consequent upon disease. Any long-term 
illness disturbs the personal and social re- 
lations of the patient and requires a period 
for rebuilding these relations, at the same 
time appealing to the uninjured faculties 
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and potentialities of the patient. This has 
been recognized in the case of many physi- 
cal illnesses but also in psychiatry, which in 
some instances has been pioneer in carry- 
ing out an aftercare and follow-up pro- 
gram. Supporting activities are of varied 
nature and have been mentioned before. 

Here again we find a striking similarity 
with the rehabilitative measures taken on 
behalf of patients who have been suffering 
from physical illness. Just as the ex-tuber- 
culosis patient, the polio victim or the vic- 
tim of a crippling accident may need spe- 
cial measures to achieve psychological and 
social adjustment, the ex-mental patient 
may need the sheltered workshop, or super- 
vised residency, retraining for employment, 
etc. These possibilities are provided in 
the social psychiatric service. Supporting 
psychotherapy and sustained medication 
may be given in the mental health center, 
the outpatient department or the day hos- 
pital. 

Often, however, it is necessary that this 
period of adaptation to society should be 
preceded by a period of intreatment, in 
which re-education of the patient takes 
place and new levels of equilibrium have to 
be developed. Thus, rehabilitation clearly 
cannot be distinguished from treatment, 
since both try to strengthen and develop 
the potentialities of the damaged person. 
It is therefore initiated by the medical ex- 
pert, who retains the supervision while 
other experts in various forms of therapy 
take over. 

The therapeutic community of the men- 
tal hospital or its equivalent (for instance, 
the therapeutic village; see above) is the 
logical center for this tertiary prevention. 
Since, as also has been mentioned above, 
one of the major problems of mental health 
care is the extraordinarily long or per- 
manent invalidism of considerable numbers 
of mental patients when not adequately 
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dealt with, this tertiary prevention can be 
regarded as one of the keys to the prob- 
lem of the ever-increasing burden mental 
illness puts on the resources of society. 


Conclusions. From the preceding para- 
graphs it may be concluded that present- 
day development of mental health care 
renders it possible to fulfill a program of 
comprehensive care. 

Many reports mention these activities in 
various stages of development and organiza- 
tion. Frequently, however, the remark is 
made that the necessity of carrying out 
the projects is recognized but is precluded 
by lack of expert personnel and funds. The 
weight of these objections cannot be de- 
nied; it is possible, however, that the 
preceding paragraphs will show them in 
a slightly different light. 

In these paragraphs an attempt has been 
made to show that each activity is the re- 
sult of development that has had to pass 
through certain stages. This development 
may be abbreviated or promoted in the 
light of knowledge gained elsewhere; mis- 
takes may be avoided; procedures simpli- 
fied. But no single health care activity 
can, In any country, start in a complete 
and finished state. A germ has to be planted 
in the soil of society and, if they are not 
too alien to each other and if there is suffi- 
cient need, the germ will develop, showing 
the fundamental characteristics that con- 
stitute its function or use and modified 
by the environment from which it receives 
its nourishment. 

Furthermore, no single mental health 
care activity can function in isolation. It 
is impossible for extramural provisions to 
function satisfactorily when the only alter- 
native is an obsolete mental hospital. It is 
just as impossible to have a mental hospital 
that functions satisfactorily while extra- 
mural facilities are lacking. Intramural 
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and extramural services have the relation 
of communicating vessels. Their respective 
states are interdependent; both are deter- 
mined by the society in which they func- 
tion. 


CURRENT PUBLIC HEALTH 
ACTIVITIES WITH MENTAL 
HEALTH IMPLICATIONS 


General Implications 


A short review of the various mental 
health aspects of public health activities 
may be out of place; many reports show 
a keen awareness of these problems. 

It is frequently stated that a proposed 
health activity cannot be carried out satls 
factorily if it is not understood by the 
population and, on the other hand, that 
an understanding of the population is nec 
essary in order to prepare the public for 
the introduction of an activity. Since, a 
several reports remark, public health plan- 
ners—and those who carry out the programs 
—in many countries may come from a 
different social layer than the majority 
of the population to be served, a, bam 
to understanding must be taken into ac 
count. This barrier will increase many 
fold when difficulties of dialect or languag? 
arise or when the planning takes its origin 
from a foreign culture. age 

The training of workers of the indig 
nous culture in another culture may give 
rise to just as serious difficulties of ee 
understanding, as several reports point oe 

Mistrust of authority, resent Oa 
political or economic reasons—feat ig 
threatened traditions and customs m 
expectedly wreck proposed programs. Ho 
ful study of the way of life of the pee aad 
to be served and instruction of ae a) 
other staff is, therefore, necessary. ontist 
all planning the advice al sc 


of soc i 
i k, on-the 
is necessary; for smaller scale wor%; 


job training seems invaluable. It will be 
the task of the psychiatrist—in close con- 
sultation with the social scientist—to scru- 
tinize the various sources from which re- 
sistance to the proposed activities may 
spring and to advise accordingly. 

In any case, it would seem advisable to 
bear in mind that disruption of existing 
life patterns in itself may be harmful from 
a mental health viewpoint. It would, there- 
fore, seem desirable to carry out the pro- 
posed activities as much as possible through 
existing cultural and traditional channels 
and, if necessary, to adapt the activities 
to the circumstances. As a general prin- 
ciple, it might be stated that public health 
as well as mental health activities should 
be home-grown and not imported. 

In recent years much attention has been 
paid to the mental health aspects of the 
general hospital, which can be summarized 
in the change of the patient from a case to 
a person. 

In the same way, any public health facil- 
ity should bear witness of the principles 
from which it takes its origin: hygienic 
surroundings, neatness, order conscious- 
ness of the fact that living persons are to 
be served and their fundamental rights 
have to be respected—all should find ex- 
pression in the layout of working space, 
reception procedure, and attitude of staff. 


Specific Public Health Activities with 
Mental Health Implications Y 


Mother and child care. According to many 
reports, the possibilities for mental health 
care when dealing with the pregnant 
woman and with mother and child are 
appreciated. Referring to the remarks 
made when dealing with primary preven- 
tion of mental disorders, it will be under- 
stood that mother and child care will be 
one of the most important means of achiev- 
ing this aim. 
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It may be pointed out that the services 
that deal with these activities do not offer 
solely an opportunity for casefinding. Apart 
from the need to recognize and evaluate 
more serious disturbances, it must be re- 
garded as part of the routine duty of the 
staff to deal with the mental health needs, 
in general, of the clients. This requires 
training of the public health personnel and 
the provision of expert consultation, which 
will be discussed in Part II 

Since mother and child care is often 
the first line of activity of the public health 
services, a considerable part of the mental 
health needs of the population may be met 
by channeling mental health care into these 
public health activities. 


School health. The same is true of the 
school health service. Especially in the cul- 
tural setting of highly developed countries, 
a considerable burden is put upon the child 
by the adaptation required to this new 
and wider environment. This may bring 
out a number of shortcomings which, until 
school entrance, have remained hidden or 
have not been recognized as problems. Just 
as sensory handicaps may be detected in 
school for the first time, retarded mental 
development may have to be faced and 
attitudes that were tolerated within the 
family relations may develop into more or 
less serious problems. 

It is certainly desirable that the teacher 
should be able to recognize these problems 
in the first place. A specialist backing is, 
however, essential and may be provided 
by the school health personnel, who again 
must be able to seek specialist consulta- 
tion if the case requires it. The school 
health service may, therefore, act as an im- 
portant instrument of casefinding. 

Apart from this function, an important 
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task of this service—in close co-operation 
with the teaching body—is to create a men- 
tally healthy climate in the school. Discus- 
sion groups of the teaching personnel, to- 
gether with the school health team—and if 
possible with members of the mental health 
team if they do not form part of the school 
health team—may be instrumental not 
only in helping the teachers to understand 
the pupils but also in furthering good 
relations between staff members. 

This activity can be grafted on or ex- 
tended to the parent-teacher meetings, 
which in many countries have been estab- 
lished for a considerable period. It may 
be remarked that parent-teacher meetings 
in themselves may make a considerable 
contribution to the promotion of healthy 
relations between home and school. From 
a mental health viewpoint the establish- 
ment of relations between teacher and 
family should therefore be encouraged. 

Finally, when it is time for leaving school, 
the teacher's assessment of the pupil’s work 


may be an important element in vocational 
guidance advice. 


Industry and occupational health care. 
Many reports, especially those from de- 
veloping countries, mention the enormous 
changes brought by industrialization and 
the detrimental effects on family life which 
may be directly reflected in an increase in 
mental health problems. It may be added 
that the public health problems arising 
from urbanization, disruption of family 
structure, changes of food habits, slum for- 
mation, etc., seem to be just as serious. 
Many reports give the impression that 
the situation is well-recognized, but that 
few systematic attempts are made to meet 
it. This perhaps would indicate a lack of 
co-ordination at the highest levels of health 
care, with the corresponding levels of eco- 
nomic planning and industrial policy. 
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A few reports point out that the mental 
health of the individual worker is protected 
by industrial medical supervision. This 
activity would indeed seem to be the logical 
way to meet the mental health needs of 
most participants in the production proc 
esses of a country, at least in so far as these 
processes have a mass character. 

The mental health implications arising 
from the fact that the mother is working 
outside the household may be manifold. 
Some reports mention the problems with 
out, however, offering a solution. In other 
reports measures in the interest of the chil- 
dren—and their mothers—are mentioned, 
which usually take the form of some system 
of day care. This draws attention to the 
problems arising from handling children 
in groups which are met in day care centers 
as well as in residential institutions. 

It is well-known that care of children m 
groups may reduce the close emotional con: 
tact considered necessary for normal child 
development. Therefore a systematic ust 
of day care centers for children of working 
mothers should be carefully scrutinized a 
to needs and as to other solutions offered 
by existing circumstances. The day care 
center may be acceptable in industrial areas 
with a restricted family pattern, while an 
agricultural setting or a three generat 
family structure renders such a provisio 
less urgent. 1 

On a possible influence of pe 
opinion is divided. In some conte 
problems are recognized and are sali 
studied. Here again several mental he: n: 
problems may be discerned, such E a 
insecurity, necessity of reschooling, 0 a 
ing to other locations, of selectio 
workers. 

It may be noted that hardly any ae 
mentions modern traffic problems mo 
from increasing urbanization and g Bs ie 
ization, nor the mental health proble 
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volved in traffic and traffic accidents. Atten- 
tion may be drawn to a recent WHO study 
on this subject.** 

Old Age.® Several reports, especially from 
developing countries, mention that no 
special problems in regard to the aged are 
experienced, 

In one report it is stated that the expect- 
ancy of life is not high enough to cause 
the presence of an appreciable number of 
aged in the population. Other reports 
mention that family structure and traditions 
are able to meet the needs of the aged. 
Other reports, however, make it clear that 
increasing industrialization will undoubt- 
edly cause an old age problem, while in 
the most highly industrialized countries 
the problems of the aged are among the 
most serious that are to be met at present. 
These problems comprise a number of 
intricately interwoven elements: social, eco- 
nomic, physical and mental health. No 
approach from any single angle can be ex- 
pected to be effective. 

Comprehensive services for the aged, 
which take the various aspects into account, 
are being organized in several countries or 
are already operating. They can be re- 
garded as one of the newer developments 
of public health activity. (See primary pre- 
vention above. The necessity of research 
in order to enhance the preventive action 
of these services is well understood. 


The role of the general practitioner.” In 
a number of countries the general prac- 
titioner is working in the organizational 
framework of public health activities. In 
other countries he works outside this frame. 
However, irrespective of his organizational 
position, his function is much the same. He 
is the first-line physician, receiving the first 
impact of the problems posed by his pa- 
tients; he has to deal with medical problems 
directly, as they arise in the community. 
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Providing and arranging for continuous 

care, knowing the patient, his social back- 
ground and his family, and determining his 
actions accordingly, are the typical attri- 
butes of the general practitioner. He there- 
fore has to deal with mental health prob- 
lems just as much as with the physical 
problems of his patients. On the preventive 
side it is important for him to know that 
certain situations and phases of the normal 
life cycle—adolescence, reproduction, old 
age, loss of relatives, etc.—are critical in 
the sense that they may disturb a mental 
equilibrium and that he must be ready to 
help to prepare the patients for the coming 
crises. 
On the curative side it may be regarded 
as an important part of his duties to recog- 
nize a disturbance and to decide whether 
he is able to handle it himself or whether the 
patient is to be referred to a specialist for 
advice or treatment. Being in the front line 
of medical care, he will have to deal with 
emergencies. In those cases he will often 
provide the link with the general and men- 
tal health facilities of the community. 
His actions may well be decisive for the 
further fate of the patients. 


First aid and emergency services. Medical 
first aid, as is dispensed especially in the 
larger cities, may be provided by the public 
health organization, by the hospitals, or 
by the police. It may be pointed out that 
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19 World Health Organization Technical Report 
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it always contains a mental health element. 

In the first place the emergency service 
may have to deal with all kinds of mental 
disturbances (suicide, homicide, confusion 
states). Its personnel needs some under- 
standing of these states and how to handle 
them. Even if a serious disturbance of the 
peace occurs as a result of a mental disturb- 
ance, the patient should be brought under 
medical supervision as soon as possible. 
Secondly, in the case of the ordinary 
accident, the personnel have to deal with 
people in a highly emotional state who may 
suddenly be faced with fear of death and, 
perhaps for the first time in their life, are 
confronted with the awesome machinery of 
the modern hospital. Next to expert 
handling, a psychological approach is there- 
fore essential. 

When a catastrophe occurs, providing 
food and shelter, preventing the outbreak 
of disease and assisting the wounded has 
first priority, for which all the potentialities 
of available public health provisions are 
usually mobilized. However, as experience 
has shown, even from the very onset of 
assistance the application of mental health 
considerations (as, for instance, avoiding 
the disruption of family ties) may contribute 
to lessen the misery and to prevent future 
sequelae of the emotional upheaval the 
victims have experienced. The same prin- 
ciple holds true if a group is exposed to 
sudden change by human action—for 
instance, shifting of population for in- 
dustrial reasons, and because of migration. 


Activities in Related Fields 


As a rule, a number of health considera- 
tions enter into certain fields of public 
planning. Usually these considerations are 
based on the techniques for protecting the 
population against a number of environ- 
mental hazards (sanitation, housing, sewage 
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disposal, water supply, etc.). However, 
it does not seem to be generally realized— 
only a few reports mention this subject — 
that broad fields of public planning have 
implications for the mental health of the 
population. 

The privacy offered by a dwelling— 
determined by the building material used 
and the site—the relation of the dwelling 
block to the street, the creation of a 
community center in new developments, 
the differentiation in dwellings for families 
in various stages of their evolution, the 
development of recreational sites for 
children and for adults, the site of res 
dential areas, working and shopping areas 
and the problems of communication 
involved—these are only a few examples 
which touch directly on the mental health 
of the people. On the other hand, the 
pernicious influence of slum dwellings and 
slum quarters—both on the physical and the 
mental health of the dwellers—hardly needs 
to be emphasized. 

Just as in many countries the problems 
of sanitation are no longer primarily à 
concern of the physician, but are dealt with 
by other experts—engineers and architects— 
so the mental hygiene problems that are 
involved in building and planning may m 
the future be met by specialists in these 
fields. At present, however, it can only be 
hoped that the mental health care expert 
will be consulted in these matters. Public 
planning which takes mental health ae 
ciples into account will yield indi! : 
contributions to mental health promotion; 
the fact that they are indirect, however, 
does not make them less important. 


RECAPITULATION OF THE ARGUMENT 
In the Introduction it was argued ee 
development of modern medicine ra 
it imperative to bring preventive 4 : 
curative activities together and to recogni? 


mental health care as an aspect of general 
health care. 
In the section on “Evolution of Mental 


Health Care Provisions” it was shown that 
‘mental health care at present has evolved 
in such a way that it can provide a program 
‘of comprehensive care in its own field. 

In the section on “Current Public Health 
Activities with Mental Health Implica- 
tions” it was shown that public health ac- 
tivities in themselves carry a number of 
implications for mental health care. 
Therefore it can be concluded that 
public health care in its content has many 
“mental health elements, while mental health 
fare in its structure and in its aims has 
become more and more an aspect of general 
health care. It would seem, therefore, that 
the time is ripe to increase and expedite 
attempts that will lead to a merging, 


assimilation or integration of mental health 


“iq in public health planning, result- 
ing in a comprehensive activity of general 
health care. 

The following sections of this paper will 
be devoted to the examination of the ques- 
tion of how this aim is to be achieved. It 
‘is realized that no single answer is possible 
and that in the final analysis each country 
‘will have to find its own solution. It can, 
however, be assumed that the longer the 
history of the various provisions in a given 
country and the more complex the current 
state of development of these provisions, 
the more difficulties will be met in achiev- 
ing this merging. Countries which still 
"have to build the major part of their health 
organization have, in this respect, a great 
advantage. 

~ When analyzing the reports received, one 
is impressed by the fact that fundamentally 
there is very little difference in the problems 
to be faced, irrespective of the state of 
velopment of the country. This may 
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seem hardly credible in view of the vast 
differences in resources and in sophistication 
of organization. It would sem, however, 
that the similarity of problems to be 
solved and the way to solve them largely 
overrides the differences, which are more 
a matter of quantity than of principle. 


PART H 
ORGANIZATION, TRAINING, 
RESEARCH H 

General 


These subjects are interdependent and 
so interwoven that they are brought under 
one heading, although systematic treat- 
ment of each will be attempted. 

Ideally, first should come surveys to 
determine the nature and extent of needs. 
This would offer the possibility of drafting 
an organizational scheme that would 
answer the questions of functions and 
facilities required and the strength of the 
necessary This again would 
lead to the establishment of a quantitative 
and qualitative training schedule from 
which a timetable could be drawn to show 
when the organization could be expected 
to become operative. 

Next to a quantitative study of needs, a 
study of population attitudes is necessary to 
determine the measure of tolerance of the 
community in regard to the mentally ill, 
which, of course, will be an important 
factor in establishing the extent and the 
nature of the provisions actually to be 
provided. Furthermore, the study of 
population attitudes may be the basis for 
the educational and informative campaign 
that will be necessary to gain the co-opera- 
oos 
21 Research is used to include epidemiological and 
other surveys and deliberate studies undertaken to 
provide information for the planning or evaluation 
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tion of the public in regard to the pro- 
posed facilities.*? (See also Part I, section 
on “Current Public Health Activities”). In 
practice, this procedure is seldom strictly 
and fully followed. Apart from the fact 
that the type of research needed is lengthy 
and costly and manifest needs will press for 
action, it is very difficult to carry it out 
before some organization has been estab- 
lished. Facilities may stimulate demands 
which were not present, and on the other 
hand, shortage of personnel and difficulties 
of recruitment may make it necessary to 
postpone execution of plans. 

In the light of past experience it may, 
however, be stated that well-planned 
preliminary research, even if it would 
postpone action and absorb funds that seem 
so urgently needed for the alleviation of 
manifest needs, will make it possible to 
avoid costly mistakes and will result in 
higher efficiency of the established services. 


Priority of training over organization. In 
the reports it is unanimously stated that 
training of personnel has to have priority 
over organization of services; the fallacy 
of having services which cannot be manned 
is pointed out. 

This signifies that it is the general 
opinion, as represented by the reports, 
that the scope of services is determined by 
the strength of personnel available. This 
may seem to be an undeniable fact, but it 


requires qualification, as will be shown 
below. 


Training priority must be qualified. As is 
pointed out in one report, in various 
countries considerable differences will be 
found in the need of personnel to be trained 
for carrying out mental health programs. 
In one country the most urgent need may 


a U yn. SU 
22 World Health Organization Technical Report 
Series, No. 177, 1959. 
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be to have more social psychiatrists or child 
psychiatrists; in another country the need 
for social workers or home visitors may be 
more pressing. Therefore, it does not seem 
enough to give training priority over 
organization. The question of the level of 
the personnel trained has also to be com 
sidered. It would seem that here is raised a 
point of primary importance which require 
further examination. 

What are the organizational factom 
determining the level and strength of 
personnel required? 


Organizational Considerations 


Organization based on individual needs 
The usual way of starting a mental health 
activity—in developing as well as in 
advanced countries—is by the establishment 
of a nucleus, activated by some inspired 
person or group, by a pilot study or à 
demonstration project. It is expected—and 
in many instances the expectation has 
proved to be justified—that the example 
established in this way will cause a chain 
reaction, which in due time will extend the 
activity both in scope and in depth. This 
is how mental health activities have been 
established in most countries. 

As a rule these activities were started 
with a view to individual needs, and no 
quantitative considerations concerning 
needs of the total population were taken 
into account. Indeed, the initiative did not 
have this purpose; it was taken in the e 
place in order to ascertain whether 
activity was workable in a given setting T 
not to provide a service for the me 
population, as for instance would be w 
aim in establishing an organization 
combat a widespread infectious disease, 


š : rom 
Failure to meet needs of population. s 
many reports especially those ore ae 
from developing countries, the imp 


ieee e. f 


is gained that many projects initiated as 
pucici or pilot studies fail to cause the 
desired chain reaction. Since they do not 


propagate, it turns out to be imponible 
to extend the activities and this is ascribed 


to the lack of personnel. 

At the same time, advanced countries, 
in which mental health provisions have 
been operating for some time, begin to 
‘relate existing provisions to the needs of 
the population as a whole, and they come to 
the conclusion that a wide gap exists 
between available provisions and estimated 
needs, a gap which again results from the 


lack of expert personnel. 


Impossibility of meeting these needs. 
Furthermore, a study of the figures shows 
that in most instances it will not be 
possible to fill this gap in the foreseeable 
future. Taking the highest current figures 
of +1000 physicians per million population 
of which +50 are psychiatrists, and using, 
furthermore, the usually accepted estimate 
that in the same countries 5 to 10 per cent 
of the population is in need of some 
psychiatric case, we find that even in the 
most advanced countries this number of 
psychiatrists would have to be increased 
between 5 and 10 times, equaling half the 
total number of physicians, to give every 
patient one hour's time a month. Obvi- 
ously this is not a realistic goal. 

Fundamentally this problem is the same 
S for developing countries as for developed 
countries, although the even greater gap 
existing in the former may necessitate 
different practical solutions. 


The problem of coverage. The problem 
which is met here can be formulated as 
follows: the purpose of any health service 
is to make the full range of medical knowl- 
edge existing in a given field available to 
the entire population or population group 
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deemed in need of that service. 
this would mean that each member 
population should have secow 
specialists and provisions in that 
a very few—albeit important—instances 
this ideal seems on the way to being 
realized; in the vast majority of countries 
the reality is far from the ideal mate, cor 
tainly in the mental health field. 
This being the case, it has to be asked: 
what is the highest level of the health 
jon at which the personnel is in 
sufficient numerical strength to provide total 
or optimal coverage in the field in question 
—in this case, therefore, in the field of 


Iteally 
of the 


to the 
field. In 


its permeation into a lower level where 
there are many i workers. 

If this principle could be accepted, the 
scope of a service would not remain 
limited by the strength of its highest expert 

as at present is often the case in 
mental health services, but by the way the 
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required levels of skill are distributed in 
the service and the lines of communication 
between these levels. It will be understood 
that the level of skill may not be determined 
by a single specialist activity such as 
psychiatry, mental health nursing, psy- 
chiatric social work, etc, but by the com- 
bined activities of a group of specialists, who 
make up a mental health team. 


Echelon formation in mental health serv- 
ices. The problems which are faced at 
present when further development of 
mental health activities is contemplated 
(See above) may be seen in the light of mal- 
distribution of specialist potential. It may 
be that echelon formation—as outlined 
above—could offer some solutions; in that 
case the problem is made simpler when it 
is also possible to channel mental health 
programs through public health activities. 

Since, as has been remarked in Part I, the 
public health workers are eo ipso concerned 
with the mental health aspects of their 
activities, the training necessary to establish 
mental health echelon at their level will not 
imply an extension of their allotted tasks 
but a rounding off of this task itself, The 
same may be true for workers in such allied 
fields as education, social work, etc. 


Echelon formation in the mental health 
organization of advanced countries. What 
has been a single level of activity would 
become at least two or perhaps even three. 

The first contact, initial screening and 
dealing with the cases of average type, will 
have to be entrusted to personnel working 
at levels which give more coverage to the 
population. In the advanced countries this 
will be the general practitioners and the 
personnel of such public health services as 
mother and child care, school health, indus- 
trial health care, care for the aged. It may 
be possible to establish a more advanced 
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echelon by making use of the teaching waf 
of schools and social workers in various 
allied fields. 

The specialists themselves will have 
be placed at a level at which the specificity 
of their aptitudes can be fully used to the 
advantage of lower echelon workers: by 
advise, consultation, supervision and teadh 
ing, and by dealing with the more special 
cases. Usually the specialists will be work 
ing in a team—the mental health team— 
consisting of psychiatrist, social worker, 
psychologist or other or more subspecialized 
workers. It is characteristic of the mental 
health team that each member carried his 
own responsibility in regard to the case at 
issue. Therefore, if it is deemed necessary, 
in order to increase effectiveness, to move 
the specialist to a more consultative and 
advisory level, the team should be regarded 
as a unit that has to be moved as a whole. 

It may be possible to organize an inter. 
mediate level at which persons are trained 
to perform therapeutic activities without 
having had the training of the physician. 

It does not seem desirable to state dog. 
matically where the proposed expert le 
should be placed within the organization 
as a whole. Here various countries will 
require different solutions. If a screening 
center (See Part I) should have been devel 
oped in the sense of the central point in a 
comprehensive mental health organization 
this would seem the logical place. How 
ever, this place may also be in the na 
health department of a comprehensi : 
health service, or in the psychiatric depart 
ment (provided it gives clinical, social a 
outpatient care) of a large general or tea 
ing hospital. 


Echelon formation in developing countries: 
Countries which still have to develop jie 
mental health programs will have to š pi 
with nucleus or pilot projects as before; 


which, however, does not detract from the 
necessity of establishing representation at 
administrative level, as will be discussed 
later. 

It is of the greatest importance for future 
success that the place of this nucleus in the 
existing or proposed health organization is 
chosen with regard to its strategic value, 
For, assuming that this nucleus will be run 
by experts, they will be the very few experts 
available in the country for an appreciable 
period. Their initial position in the ongan- 
izational frame determines the level from 
which they will operate later on. If the 
level chosen is too low, the same difficulties 
that are experienced in advanced countries 
will be felt, only they will come sooner and 

be more serious. 

Although the choice of operating level 
of the initial project and of the experts is 
most important, here again dogmatic pro- 
nouncements must be avoided. A good 
place would seem a hospital in which teach- 
ing of medical undergraduates and general 
nursing personnel is carried out. A psy- 
chiatric ward in such a teaching hospital 
might form a center from which outpatient 
activities and the mental health care in the 
area the hospital is serving could be 
developed and directed. 

It might also be possible to use as nu- 
cleus a new-style mental hospital with 
outpatient facilities from which co-opera- 
tion with general hospitals and the other 
existing health facilities might be de- 
veloped. Here again, the importance of 
training future specialists, general prac- 
titioners and public health personnel at all 
levels should be kept in mind. 

The two initiatives mentioned above are 
based on either general or specialistic 
hospitals. It may, however, be argued—as 
has notably been done in the Sudan, for 
example—that a first principle of mental 
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health care is to maintain the links and the 
affinities of the patient with his family and 
his group. 

Therefore, the initial structure and the 
backbone of a mental health program 
might consist of outpatient services, with 
hospitalization taking second place. This 
concept seems to be very important and 
worthy of discussion, It must be remarked, 
however, that a system of outpatient services 
can be established only if a certain number 
of specialists is available; it may be powible 
to limit this number by placing the out- 
patient units in echelons, but obviously a 
minimum of specialist staff will be required 
to make the system workable. 

Furthermore, it would scem—but this 
again may be a point of discussion—that it 
is not possible to carry out all psychiatric 
teaching in an outpatient service, although 
the possibilities are larger than is usually 
assumed. Some clinical teaching, however, 
will be necessary, if only in order to 
integrate psychiatry with other branches of 
medicine. The outpatient service (which 
might be part of a public health service) 
should therefore be combined with a psy- 
chiatric clinical teaching unit, preferably, 
as has been remarked, in a general teaching 
hospital. 

There can be little doubt that the echelon 
providing the most coverage in these 
countries will be the first line of public 
health workers, albeit this line itself needs 
further development. In these countries 
the vast reservoir provided by the exponents 
of local health customs must be taken into 
account as a channel to bring 
mental health care to the population. 


Training 
General. It will be understood that the 


carrying out of echelon formation and the 
channeling of mental health programs in 
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public health services, as suggested in the 
preceding paragraphs, will have implica- 
tions for training. Many of these implica- 
tions are discussed in the report of the ex- 
pert committee on mental health dealing 
with the role of public health officers and 
general practitioners in mental health 
care.** Furthermore, many reports received 
from countries show clear awareness of the 
fact that an integration of public health and 
mental health activities will have conse- 
quences for the training curricula of both 
groups of workers. 

While on the one hand, therefore, the 

conclusion is drawn. that public health 
workers need to receive training in prin- 
ciples of mental health thinking for carrying 
out their public health task, training in 
public health will become necessary for 
mental health experts as mental health 
programs become more closely associated 
with public health services. It need 
hardly be emphasized, after what has been 
said before (in Part I) that this training 
will have to be undertaken for all personnel, 
irrespective of the level at which they are 
working. If one group should be omitted, 
it would immediately cause a weak link in 
the chain of provisions. 
Methods and content. Many reports refer 
to the various methods by which mental 
health training is introduced, and most 
methods of modern teaching are mentioned. 
Emphasis is put on refresher courses and 
on the importance of inservice training with 
guidance and supervision. From the re- 
ports it would seem advisable to limit 
training in other cultures as much as pos- 
sible and for the country to be served to 
develop training centers of its own culture 
as soon as feasible. 

It does not seem appropriate within the 


23 World Health Organization Expert Committee 
on Mental Health, Eleventh Report, 1962. 
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scope of this paper to enter into details of | 
methodology. A few general remarks may 
suffice. 

There is, of course, a relation between the 
responsibilities attached to a given function, 
the general level of education of the penom 
carrying it out and the teaching material tg 
be offered to him. On the other hand i 
may be stated that the same mental health 
principles will have to be taught at all 
functional levels, the difference lying in the 
way the material is treated and the scope 
it is given. So any public health worker 
will have to be taught the principles of 
human motiviation and behavior and how 
they develop in relation to family, school 
and society. For the first echelon field 
worker with the same cultural background 
as the people to be served, this teaching may 
consist in giving him a systematized aware 
ness of his own experiences. For the p 
sician, this training will deal with sociology, 
psychology and psychopathology, psychiatry 
and cultural anthropology. 

In the second place the training has @ 
be relative to the functions the trainee i 
expected to carry out, i.e., to the place 
his echelon in the organization. Therefore, 
the content of the training is highly depend- 
ent on the organizational structure. 

The thinner the coverage, the more be 
workers in the first line will have to be 
purpose;” the weaker the higher echelons 
are numerically, the more they must 
relieved by the activities of the lower. k 

Apart from the over-all requirement I 

3 na tal health 
teach the basic principles of men F 
thinking, in some settings it may per 
the first line personnel are able to recogni 
disturbances and to effect adequate ref i 
: differentiate 
in others they must be able to d able 
between situations which they will be a 
to handle themselves or not, and be a 
under other conditions they must bea S 


I 
I 


carry out part or parts of the specialist's 
task 

This policy would require an analysis of 
the specialists activities with the purpose 
of distinguishing between tasks which 
absolutely require the full range of his 
training and experience as directly applied 
to the patients’ problems, and tasks which 
could be delegated to properly trained 
personnel without decreasing their value or 
effectiveness. 

As one report remarks, a ward of 200 
mental patients with one physician allows 
the doctor very little time for each patient. 
But it may be asked whether it is really 
necessary for the various therapeutic activ- 
ities to be carried out by the physician him- 
self. It would seem that quite a number of 
these: occupational, social and recreational 
therapy, can be carried out by personnel 
trained for these tasks as is already practiced 
in many institutions. 

A number of diagnostic activities are 
carried out by such nonmedical personnel 
as laboratory staff and psychologists. It 
might be asked whether the same procedure 
can be followed by psychotherapy, the phy- 
sician remaining the supervisor and adviser. 
In many organizations the [psychiatric] so- 
cial worker has a therapeutic task to fulfill. 
In these instances the required number of 
specialists would not depend on the number 
of patients he is able to handle, but on the 
number of co-workers he is able to supervise. 
Place. In advanced countries, mental health 
training will have to be carried out where 
medical, nursing and public health person- 
nel are trained. This will be, therefore, in 
medical schools, schools for public health, 
nursing schools, training centers for social 
workers, teachers, etc. 

In developing countries it would seem of 
great advantage to establish a teaching 
center, which logically would be affiliated 
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uniform. Much has been said in this respect 
in the Eighth Report of the Expert Com- 
mittee on Mental Health™ and one of the 
reporting countries adds an extensive study 
of the criteria to be fulfilled by epidemi- 
ological mental health studies. 

For the purpose of planning, data on the 
movement of patients—admissions, dis- 
charges from various institutions, visits paid 
to outpatient etc.—remain 
basic, but should be related to the factors 
of the total social setting before being ap- 
plied to or compared with others. 

Clinical research. The reports leave no 
doubt that clinical research is regarded as 
essential. It is pointed out that new 
methods may be evolved as the result of 


— ëlLJeC—— 
24 World Health Organization Technical Report 
Series, No. 228, 1961. I 
25 World Health Organization Technical Report 
Series, No. 185, 1960. 


clinical research, which may require new 
provisions or procedures in mental health 
care, or result in radical changes of the exist- 
ing ones. This again may influence design, 
extent, organization and requirement of the 
over-all service. 

Many of the developments described 
above have been due to or supported by 
clinical research. To mention only two 
examples: the development of drug therapy 
and the control of general paralysis are 
typical clinical achievements. 

Evaluation (operational research). As has 
been remarked at the beginning of this 
section, the planning of a mental health 
service is seldom based on well-established 
evidence of quantified needs. As a rule this 
evidence begins to be gathered after an 
initial period of activity. Furthermore, 
even if the original plan has been based on 
previous research, the original design has 
to be continuously tested against the 
actual needs evolving in the course of time. 

Very often when, for scientific or practical 
planning purposes, questions are asked 
about the functioning of a provision in 
society or within the organizational frame, 
it becomes apparent that these questions 
cannot be answered without lengthy and 
costly ad hoc investigations. The means of 
evaluating a service should, therefore, be 
foreseen and designed as part of the 
organization. 


ADMINISTRATION 


General 


According to the general tenor of the 
reports, integration of mental health and 
other health service activities is advocated. 
Most reports recognize the need to achieve 


26A paper prepared for the technical discussions 
at the 10th World Health Assembly, 1957. Roneo- 
graphed document A10/Technical Discussions/1. 
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integration in the administrations com 
cerned, while some reports state that this 
integration has already been carried out at 
some or all administrative levels of the 
country. On the other hand, some reserva- 
tions are made. 

In one report doubt is expressed as to 
whether mental health activities will have 
a better opportunity to develop when they 
are administered as part of public health 
activities. In this situation they may suffer 
from the “competition” of public health 
care, because these latter are older, more 
firmly established, more extensive. This 
danger would not occur with separate 
administration for mental health care. This 
is similar to the remark made by Mackintosh 
in his introductory paper on the function 
of the hospital, where he mentions the 
possible difficulties arising from an inte 
gration of curative and preventive care in 
which preventive care might suffer from 
the same kind of competition. f 

It would seem that the reality of this 
situation has to be recognized. On the other 
hand, it can be argued that this competition 
—if it may be so called and if it indeed 
exists—will be found in any administrative 
pattern. 

General health care and mental health 
care cannot be regarded as competitors- 
for public funds or interest—when it f 
realized that their aims are identical an 
that it is to their material advantage to uso 
as much as possible, identical means to 
reach these aims. Only when this is recog: 
nized will the possibility of adequate aM 
balanced distribution of funds and m 
be achieved. It would seem that the e. 
of creating this situation are better ie 
administrative integration exists. A “si 
tal health division separated from the pu ae 
health activities—for instance by dep a] 
mental boundaries—will be in great ae 


of becoming isolated from the main stream 
of medical development,” as is remarked 
in one report. “Separated” is here the 
operative word. 


National Leuel 


About half the reports mention adequate 
representation of mental health care in the 
top administrative level of the country. 
Either mental health is represented as a 
department of the health ministry, or some 
mental experts are officials in the health 
department. In the latter case they are 
usually—but not always—hierarchically 
placed under the highest official for general 
health in this department. 

One report states that the chief general 
aims of mental health care are: to provide 
service for the people, to train personnel, 
and to register trends and changes, both in 
needs and in methods. (It may be noted 
that these aims are exactly the same as those 
of public health care.) 

At the national level, therefore, there 
should be one person or organization 
responsible for programs, one for training, 
one for evaluation of programs and results. 
On this basis it would be possible to deter- 
mine national policy in this field. In a 
number of countries these tasks are divided 
between governmental and private organi- 
zations. In those cases this pattern is usually 
also found at lower levels. This division— 
arising from historical reasons and the 
structuring of public affairs in the various 
countries—does not preclude the need for 
top co-ordination and representation of 
mental health activities. Close co-operation 
between governmental and private organi- 
zations is necessary. 

In many reports from less developed 
countries, it is remarked that expert repre- 
sentation at national level is recognized as 
desirable but’ cannot be achieved because 
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of lack of expert personnel. Here again 
we meet the question of the stategic placing 
of specialists, Not everybody, not every 
physician and not every psychiatrist or 
mental hygienist, has the aptitude or the 
inclination to work at high administrative 
levels. 

On the other hand, it is a very important 
question whether, when only very few 
specialists are available, it is most efficient 
to use all their skill at the level of treatment 
and small-scale organization. It may be 
very tempting and, under the pressure of 
urgent needs, almost unavoidable, to charge 
the few available specialists with the task 
of setting up a good mental hospital or 
reorganizing one or arranging clinical and 
outpatient facilities. Those facilities, in 
that case, will be established with a view to 
individual, immediately apparent needs, 
and not with a view to more extensive 
coverage, (See above). 

It may be that the experts concerned will 
be fully absorbed by their tasks and will 
take no initiative to increase coverage. It 
may also be that they are conscious of this 
need but do not get satisfactory response 
and co-operation from higher administrative 
levels because there is nobody to under- 
stand them. - 

On the other hand, an expert in the 
national administration would be able to 
review the whole field in regard to coverage 
and the steps necessary to increase this. It 
would, therefore, seem at least a point of 
consideration whether, even when few 
experts are available, it would not be of 
long-term advantage to place one at the 
highest administrative level. 

In a number of countries a National 
Institute for Mental Health is established. 
Other countries are contemplating its 
establishment according to the reports. 
Sometimes it forms part of a National Insti- 
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tute for Health; sometimes it is independ- 
ent. Such an Institute, as a rule allied to 
the Institutes of higher learning of the 
country, may serve to carry out research in 
the mental health field, to co-ordinate 
research, and to advise the government in 
national mental health problems. It there- 
fore has a unifying and co-ordinating func- 
tion at the national level. 


Intermediate and Local Levels 


The reports make it clear that integration 
at lower administrative levels has generally 
advanced more than at the national level. 
However, serious difficulties have been 
encountered and are not always overcome 
because the administrative origins of the 
various measures may be widely divergent. 

Usually the mental hospitals are orig- 
inally under different administrative bodies 
—often at a different level—than public 
health activities and the general hospital. 
Each may develop facilities in the mental 
health field: the mental hospital, an after- 
care service; the general hospital, an out- 
patient service, the public health service, a 
domiciliary care program or an emergency 
service. For administrative reasons these 
activities will initially be isolated from each 
other, although they may deal with the same 
problems and often with the same patients. 
Integration starts from the bottom, i.e., by 
the mutual contact of the workers, and may 
proceed upward. 

As several reports show, this lower level 
integration may, in its turn, promote inte- 
gration at higher levels. When it is pro- 
posed to carry out closer co-operation as a 
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matter of policy, administrative integration 
becomes a preliminary necessity. When, 
indeed, channelling of mental health activ 


ities through public health services is com ` 


templated, an administrative merging will 
have to come first. 


Mental Health Advisers 


There is no divergence of opinion about 
the need to make use of the counsel of 


mental health experts in public health 


activities. “In all problems of social medi 
cine, general hygiene and other problems 
of the protection of public health, cout 
selors and experts in mental health must be 
taken into account”—to give one quotation 
from many similar ones. Ç 
It has been pointed out (in Part I) that iñ 
many other fields of public service mental 
health elements are present and may require 
the advice of the expert. Here again short: 
age of experts may limit the possibilities of 
calling them in, although it may be re 
marked that it certainly is a task of the 
expert to make workers in other fields 
conscious of the mental health problems 
they have to meet. A strategic placing of 
the expert may increase his possibilities 
both as an adviser and for giving enlightem 
ment to others. Calling in an adviser may 
often be the first step to future co-ordin® 
tion or integration. t a 
To use a specialist mainly working at bi 
executive level as an adviser on the admini 
strative level might be a temporary solution 
of the problems offered by shortage 
experts and urgency of manifest needs. 
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E DRUG EXPERIENCE: FIRST. 
PERSON ACCOUNTS OF ADDICTS, 
WRITERS, SCIENTISTS AND 
OTHERS 


‘Edited by David Ebin 
New York, The Orion Preu, Inc, 1961, J85 pp. 


This book, which is, in substance, an 
nthology of drug experiences caused by 
those drugs termed “hallucinogens,” con- 
tains many vividly described personal ac- 
counts from the literature of drug addic- 
tion. In it we find the excessive dream and 
hallucinatory experiences, through the use 
and abuse of drugs ranging from heroin and 
Op to mescaline and LSD, of Charles 
Baudelaire, Havelock Ellis, Theophile 
Gauthier, and Aldous Huxley, to name a 
°w. Their dreams and dreamlike sensa- 
tions are interspersed frequently, along 
With the users’ expressed wishes for tran- 
ty and longing for paradise. 
The pain and discomfort suffered in 
order to overcome drug addiction is ably 
ind poignantly described by Alexander 
ing, who was hospitalized at the U. S. 
ablic Service Hospital for Narcotic addic- 
ion in Lexington, Ky. His morphine 
addiction, which apparently was acciden- 
tally acquired through the legitimate use 
of drugs for medical reasons, gave him 
‘insight into the difficulty of curing the drug 
addict. In his own words, “When you take 
Opiates in any but minute quantities, the 
is shocked by these poisons and rejects 
Ke This is normal. What is abnormal 
‘isto go on taking the stuff until the body is 
bituated to this toxic intrusion. The 
anism achieves this tolerance, finally, by 
‘altering the «chemical constituency and 
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balance of its billions of cells” King 
returned to Lexington three more times 
and, in all, spent 14 months there. 

Gordon Wawon gives a fascinating ac 
count of the adventures of hh wile and 
himself, who searched the far corners of 
the earth for mushrooms and linked them 
to the folklore and ritual as embodied in 
religious ceremonies, It is interesting to fol- 
low the experiences with mushrooms de- 
scribed by Daniel Breslaw and the influence 
of the newly developed synthetic Hallucino- 
gen LSD-25 as described by Paul Moser. 

The visual hallucinations, so well known 
to psychiatrists, are given here in full. 
Finally, a medical symposium held in 
Princeton in 1959 is referred to, giving 
tentative data on LSD therapy. More 
accounts of drug addiction by Aleister 
Crowley and William Burroughs are given. 

Curing the drug addict presents one of 
the greatest challenges to psychiatry. The 
deep-seated emotional disorder that under- 
lies this condition in most instances defies 
our most zealous efforts, Research in this 
field is practically still in its infancy, and 
David Ebin's anthology of writings by 
prominent men who have so lucidly de- 
scribed their experiences can be useful in 
this respect. It is a pity, however, that the 
editor did not try to obtain a psychiatric 
evaluation of each of the cases. The deep- 
seated emotional disturbances disclosed by 
such analysis would have aided the reader 
in understanding some of the reasons be- 
hind drug addiction. 

In conclusion, the publisher, Orion Press, 
deserves much praise for the excellent 
jacket design and for bringing so urgent a 
problem to the public's attention —Davip 
ABRAHAMSEN, M.D., New York, N. Y. 


MAORI YOUTH 
By David P. Ausubel 


Wellington, New Zealand, Price Milburn, 1961, 
221 pp. 


This is a beautifully organized, clearly 
conceived, valuable piece of research into 
the social and cultural conditions influenc- 
ing the school achievement and vocational 
choice of Maori youth in present-day New 
Zealand. 

The author, professor of educational 
psychology at the University of Illinois, 
who has long been interested in questions 
of this sort, spent 11 months of research, 
on a Fulbright fellowship. In co-opera- 
tion with the long-term research which has 
been conducted in New Zealand under 
Professor Ernest Beaglehole, Dr. Ausubel 
made a thorough-going study of two 
matched groups of urban Maori and 
Pakeha (the Maori name for the foreigners 


who conquered and colonized New Zea- 


land), and rural Maori and Pakeha youth. 
He backs up the findings of research 
interviews and tests, in which achievement 
tests are central, with a discussion of the 
historical changes through which the proud 
and beautiful aboriginal inhabitants of 
New Zealand, with one of the most complex 
cultures of any preliterate people, have 
slowly been transformed into an under- 
privileged, underfed, badly housed dis- 
inherited, discriminated-against minority. 
Their bright children—although they have 
come to share many of the vocational and 
educational aspirations of the Pakeha— 
lack the kind of upbringing, parental back- 
ing, or hope of a place which would make 
it possible to realize their aspirations. 
The book is written from a clear and 
stated bias—that in a democracy each in- 
dividual must have an opportunity to 
achieve primary status, based on what he 
himself is, and not depend or be held back 
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by derived status, based on his group 
membership. 

This is the best single book that I know 
of that uses our modern understanding of 
the relationship between culture, social 
class, economic conditions and the ubiqui- 
tous disabling existence of color bias of the 
European peoples to illuminate the price 
that we are asking young people all over 
the world to pay. In Dr. Ausubel’s con: 
sidered analysis, the condition in New Zea- 
land will worsen since there is no willing- 
ness on the part of the New Zealand Pakeha 
to better it. 

Maori Youth could well be an introduc: 
tory text for all who work with any minority 
group disadvantaged through color; it 
provides a comparative and historical view 
of our own minority problems, distance 
which makes cool and ethically relentless 
judgment possible, and an organization that 
reveals the very bones of the authors 
methods and thinking.—MARGARET MEAD, 
Pu.D., American Museum of Natural His 
tory, New York, N. Y. 


MIGRATION AND BELONGING 


A Study of Mental Health and Personal 
Adjustment in Israel 


By A. A. Weinberg 


The Hague, the Netherlands, Martinus Nyhof, 
1961, 402 pp. 


This document is full of facts an 
verification or these facts is not easy be 
review because the book itself is already 
a condensation of year-long painstaking 
observation. 


f 
The author, widely known because 0 
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TO O 


d the 


ae in Israel, 
his study of Dutch immigrants 10 I i 


cations 0! 


gathers many of his former publi a 


this subject. As honorary preside “a 
director of the Israel Foundation ee if 
Study of Adjustment Problems, he i n 
the moment, perhaps the only expe 


the world able to oversee the various prob- 
lems involved in social psychological ad- 
justment in an experimental, political 
setting: namely, the immigration into 
Israel. 

As the sociologist, Professor L. Guttman, 
indicates in his introduction, Dr. Weinberg 
not only clarifies the concept of personal 
adjustment (a continual dynamic process 
of interaction that has to be distinguished 
_ from the static state and equilibrium we 
call mental health); he also gives rules for 
the predictability of adjustment. 

The gauging of adjustability as potential 
mental health is so important for our 
psychological judgment about people's 
future behavior. People with low adjust- 
ability can be temporarily in good mental 
health, provided they live in a specific 
protected environment. Weinberg’s meth- 
odological innovations for psychiatric re- 
search will have wide repercussions. 

By using elaborately the techniques of 
statistical analysis of facts, Dr. Weinberg 
explains the curious statistical relationship 
of unequal variances called heteroscedastic- 
ity, thereby criticizing current techniques 
of statistical analysis of clinical data. He 
_ proves that when the variability in the 
columns is not uniform, this large variabil- 
ity is of great clinical psychiatric import- 
ance. 

Usually we can make predictions only 
as to what the mental health must be when 
outer conditions are unsatisfactory, but not 
otherwise. It is as if Spinoza’s dictum 
“omne determinatio est negatio” suddenly 
came to the fore. 

Yet, beside these important statistical 
data, the book is full of astute clinical 
Observations by experts who were working 
at the front line of new adjustment. Wein- 
berg shows how important the free two-way 
communication and interrelation is for new 
adjustments—how the father-child relation- 
ship influences the later social adjustability. 
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Your reviewer once expressed this in the 
aphorism “The father cuts the cord.” 

Beyond the superb lesson on method, the 
author gives us many excellent clinical 
thoughts on the struggle for belonging as 
a precondition for mental health, the rela- 
tion to religious conviction, the need for 
taking root, the changes of self-conscious- 
ness in a new environment, the passive and 
active forms of adjustment, the psychoso- 
matic forms of adjustment, the influence of 
the feeling of isolation and loneliness. The 
active adjuster tends more not to feel at 
home in a closed, protective environment, 
while the passive adjuster prefers the pro- 
tective environment. 

This book on an elaborate piece of 
mental health investigates with extensive 
methodological description; its well-defined 
terminology and glossary will remain a 
classic in the field. That is why I can 
recommend it highly. 

When the second edition comes out, I 
hope that the author will find a way of 
adding an index and that he will also find 
the opportunity to integrate some of the 
early U.N.R.R.A. reports and those of the 
High Commissioner for Refugees on related 
problems. In the technological atomic era 
the whole world is displaced and the prob- 
lem of migration and belonging has be- 
come a universal problem of personal ad- 
justment.—Joosr A. M. Meertoo, M.D., 
New York, N.Y. 


PSYCHOLOGIST AT LARGE 

An Autobiography and Selected Essays 
By Edwin G. Boring 

New York, Basic Books, Inc., 1961, 371 pp. Con- 


temporary Men of Science Series 


In 1904 a freshman at Cornell—a Mora- 
vian-Quaker Hicksite boy with a lonely 
childhood, unathletic, fearful of poverty 
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and of ridicule, born unwanted into a 
matriarchy—braved the twitting of his pro- 
fessors of engineering to take an elective in 
psychology, thereby coming under the spell 
of Titchener and winning, with his first 
term paper, that particular professor’s 
approbation. 

But for this complex of conditions it is 
doubtful whether American psychology 
would have had, from 1919 on, the benefit 
of the critical scholarship of Edwin G. Bor- 
ing, or Harvard the advantage of a profes- 
sor who facilitated the rescue of psychology 
from philosophy in that citadel and yet 
gave distinguished philosophical guidance 
to psychology. 

The story unfolds in Boring’s open 
account of himself and of his yearning for 
power and love that drove him for the 
better part of four decades to 80-hour work- 
ing weeks, 4,000-hour working years; made 
him an unrelenting taskmaster of himself 
and his students; and finally led him—a 
staunch physicalist—to a Freudian analysis. 

It is an invaluable case history which, 
even for Boring, makes fundamental sense 
of the Alderian conception, at least for his 
first 50 years. His evaluation of his analysis, 
and Hans Sachs’ brilliant comment, are 
among 13 of Boring’s papers selected for 
this book out of his prolific writings. In- 
cluded in the selection is his distinguished 
lecture at Minnesota in 1957: “When Is 
Human Behavior Predetermined?” 

Among nine selected letters is one to Dr. 
Sachs, in which Boring points out the 
critical difference between the institutional 
methods of psychoanalysts and Gestaltists 
and the experimental methods of psycholo- 
gists like himself who mistrust the ob- 
jectivity of the human mind. These will 


be of particular interest to readers of this , 


journal, but any part stirs a desire to read 
and even reread others for their light on 
the development of experimental psychol- 
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ogy from classical introspectionism to 
operationism, from structuralism to func 
tionalism, from psychophysical parallelism 
to a working monism. 

The story of the lonely boy and troubled 
man comes happily to the “wonderful” years 
of his 70’s—E. K. Wickman, Lakeville, 
Conn. 


FREEING INTELLIGENCE THROUGH 
TEACHING A DIALECTIC OF THE 
RATIONAL AND THE PERSONAL 


By Gardner Murphy 


New York, Harper & Bros., 1961, 64 pp. 


The learner must not be deprived of the 
riches of his impulse life, says Gardner, and 
the teacher “must be a quickener of that 
impulse-life through which thought can 
grow—indeed a shaper and molder of 
impulse into the rationality which comes 
from a healthy craving for contact with 
reality.” š 
It has been his effort, Gardner says M 
this book, to show that the two forms of 
motivation—the impulse to know and the 
impulse to gratify the inner needs—are 
two aspects of one reality. pie. 
Despite the efforts at interdisciplinary 
collaboration, he believes that “we have no 
found the way out.” And he wonders “if 
we do not need a good deal of research on 
the possibilities of establishing ka. 
might call generalists as well as speciatis 
in our advanced teaching and in our orien- 
tation courses; he also wonders whet 
we might not develop and empha i 
type of college or graduate edna 
material consisting not simply of “8 3 
books” from the past, but the more p" 
found integrations of today.” i te 
We might indeed, he adds, turn sa 
curriculum upside down, and after P 


GREE ER 1 and 
gressive specialization in high school 


the carly college years, give the last two 
years of college to the cultivation of an 
educated man's or woman's realization of 
a point of view expressive of the modern 
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realities as we know them, and of the in- 
dividuality of the unformed learner him- 
self." —W. Carson RYAN, Put.D., University 
of North Carolina, Chapel Hill, N. C. 
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Notes and Comments 


CARE AND TREATMENT 


Major changes in hospital design will be in- 
corporated in the Veterans Administration's 
12-year, $900 million program for modern- 
ization and replacement of its obsolescent 
hospitals. The changes will result from 
progress in the care of patients with tuber- 
culosis and psychiatric illness and from the 
increasing application of automation in 
medicine. 

The VA announced recently that the 
trend is away from special hospitals for psy- 
chiatric and tuberculous patients and to- 
ward the general hospital which can care 
for these patients as well as general medical 
and ‘surgical patients. 

ere, ee 


The first of two new units for the treatment 
and rehabilitation of narcotic addicts 
opened in April at Central Islip State Hos- 
pital, Long Island, N. Y. The new facility 
consists of two wards, one a 30-bed unit for 
the admission and detoxication service and 
a 50-bed ward for continued treatment and 
rehabilitation. 

Another unit is being established at Utica 
State Hospital. 


A Bie, gat 


An experimental program to provide com- 
prehensive community care for retarded in- 
fants and their families was initiated re- 
cently at the New York Medical College, 
Flower and Fifth Avenue Hospitals, New 
York City, by the state Department of Men- 
tal Hygiene. The purpose of this experi- 
ment is to determine whether such service 
can reduce the need for institutionalization 
of the young retarded, 

The project, covering a two-year period, 
will be carried out at the Clinic for Men- 
tally Retarded Children of the College. 
Mongoloid retardates under five years of 
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age from the New York City area will be 
selected for the study. They will receive 
medical, psychiatric, psychological and s% 
cial work services prior to, during and at 
the conclusion of the study. Parent coum 
seling also will be provided. 


A new institute for basic research in mental 
retardation, believed to be the first of it 
kind in the world, will be established ad 
jacent to the Willowbrook State School, 
Staten Island, N. Y. The institute will be 
an independent facility where a number of 
scientific disciplines working in the same 
locality can carry out research from differ 
ent points of view, using various techniques, 
but all primarily focused on the basic prob 
lems of mental deficiency. 


REHABILITATION 


The Veterans Administration has gained 
the equivalent of nearly four 600-bed hot 
pitals through placement of recovering men 
tal patients in foster homes during the es 
10 years. The VA has stated that a 
mental patients from its hospitals li 
with “adopted” families in private me 
near the hospitals during calendar 1 
This is a 22 per cent increase over the num 
ber in foster homes in 1959 and more than 
twice as many as in 1956. 


TRAINING 


The Board of Trustees of the Uae P: 
Louisville has approved a doctoral “a on 
program in clinical and expen r 
chology. Graduate work koe P 
master’s degree will be initiated in a 
tember, 1963. Assistantships and stipe? 
to $3,000 are available for 1962-63. 
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ELECTIONS AND APPOINTMENTS 


Gerald R. Ehrlich has been appointed Di- 
rector of Mental Health Consultation Serv- 
ices for the Aged, a program sponsored by 
the New York City Community Mental 
Health Board. 

@ ' "g = 
Carl Binger, M.D., was elected president- 
elect of the American Psychosomatic Society 
at the organization's annual business meet- 
ing held in March. Julius B. Richmond, 
M.D., is president; Eugene Meyer, M.D., is 
secretary-treasurer, 

. . . 
John J. Blasko, M.D., has been appointed 
director of psychiatry, neurology and psy- 
chology service for the Veterans Administra- 
tion, at the agency's central office in Wash- 
ington, D.C. He succeeds J. F. Casey, M.D., 
who is retiring after more than 30 years 
of government service. 


AWARDS 


The second award of the Academy of 
Religion and Mental Health was presented 
to the Rev. Paul J. Tillich, Ph.D., noted 
theologian and philosopher, at the annual 
meeting of the Academy held in May. The 
award is given annually to “an individual 
or institution for outstanding contributions 
toward a deeper understanding of relations 
between religion and health.” 
ne. 2 

Dr. Paul H. Hoch, New York State Com- 
missioner of Mental Hygiene, recently 
received an award from the Bronx County 
Society for Mental Health for “distin- 
guished leadership in the field of mental 
health.” 


GRANTS 


A grant to help in the search for less radical 
Surgical procedures in the treatment of 
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certain types of epilepsy has been awarded 


The expanding psychiatric research pro 
gram at Hillside Hospital, Glen Oaks, 
N.Y. has received another boost with a 
government grant of $54,700 to study the 
role of adrenalin in emotional illnes. The 
research award was made to Dr. Arnold G. 
Blumberg, director of the hospital's medical 
department. 


A grant of $153,469, recently awarded by 
the National Institute of Mental Health, 
will support a three-year project to promote 
programs of inservice training for staff of 
Western public mental hospitals and 
schools for the mentally retarded. The 
project is sponsored by the Western Council 
for Mental Health Training and Research, 
by the Western Interstate Com- 
mission for Higher Education. 


The Gustavus and Louise Pfeiffer Research 
Foundation of New York has announced a 
grantin-aid to The Training School at 
Vineland, N. J., to establish a biochemical 
laboratory for research in mental retarda- 
tion. The primary purpose of the Lab- 
oratory will be the investigation of met- 
abolic and endocrine dysfunctions which 
may result in mental retardation, 


Qu Out® 


A grant of $10,600 for the study of vision of 
i victims has been awarded to 
Dr. Lloyd H. Beck of the University of 
Michigan Mental Health Research Institute 
by the U. S. Public Health Service. The 
purpose of the study is to discover why 
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visual ability differs in the normal and 
schizophrenic individual. 


The Southern Regional Education Board 
has received a grant of $384,621 from the 
National Institute of Mental Health to be 
used for the inservice training of attendants 
in institutions for the mentally retarded. 


In 1960 grants totaling $94,333 were made 
by the Smith Kline & French Foundation to 
institutions and organizations active in the 
field of mental health. Most of this money 
was granted to aid in recruiting professional 
personnel, to support research and educa- 
tion and to increase public awareness of 
mental health problems. 


STUDIES AND SURVEYS 


VA doctors in Boston are studying a group 
of Spanish-American War veterans who 
have surprised the VA by being so “remark- 
ably long-lived, so young and healthy for 
their years.” The purpose of the study is to 
find clues to helping other oldsters. 

All of the veterans are relatively free from 
any damaging effects of degenerative vascu- 
lar disease; 23 have never had a serious ill- 
ness; not one has developed cancer of the 
lungs, although 25 continue to be heavy 
smokers and 51 were heavy smokers in the 


past. 
* + * 


In New York State a total of $26,151,768 
was spent for mental health services in the 
community during 1960; of this more than 
$11 million was state aid provided under 
the Community Mental Health Services 
Act. These figures were announced recently 
in a progress report to the sixth annual 
conference of the New York State Associa- 
tion of Community Mental Health Boards. 
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Approximately 120,000 persons were aided 
under the state’s community mental health 
services program. There are 31 local com- 
munities now participating in the state 
aided program, representing 30 counties 
and New York City. Four of these came 
into the program during the past fiscal 
year ending March 31, 1961, bringing the 
total population coverage to 92 per cent, 


PUBLICATIONS 


Religion, Culture and Mental Health, the 
published results of the third symposium of 
the Academy of Religion and Mental 
Health held in 1959, has just been pub 
lished. Copies are $3.50 and may be ordered 
from the Academy, 16 East 34th St. New 
York 16, N. Y. The new publication com 
tains much controversial material useful to 
the behavioral scientist, physician, and 


clergyman. 


A Study of Student Nurse Perception of 
Patient Attitudes (Public Health Service 
Publication No. 769) by Dr. Rena E. Boyle 
has just been published by the Division of 
Nursing, U. S. Public Health Service. The 
publication reports the methods, data a 
findings of a two-year research project 
designed to find out how well student nurs 
recognize which hospital nursing services 
are most important to their patients. 

The publication may be obtained b 
the Superintendent of Documents, Goa 
ment Printing Office, Washington 25, D. 
at $.45 per copy. 


* * * 


Financial Aid for Mental Health Ta 
in the South, a publication listing oni 
stipends, fellowships and scholarships p 
able in the region for training in the “a by 
health professions, was released recently 


the Southern Regional Education Board. 
The booklet is available free of charge in 
the region and for $1.00 may be obtained 
outside of the region. Address of the SREB 
is 180 Sixth Street, N. W., Atlanta 13, Ga. 


Evaluation and treatment of suicidal risk 
among schizophrenic patients in psychiatric 
hospitals is the subject of a new Veterans 
Administration medical bulletin. The au- 
thors are Edwin S. Shneidman, Ph.D.; Nor- 
man L. Farberow, Ph.D.; and Calista V. 
Leonard, M.A., of the V.A.'s Central Re- 
search Unit for the Study of Unpredicted 
Deaths, at the VA Center in Los Angeles, 


Calif. 


A booklet titled WHO and Mental Health, 
1949-1961, has been published by the 


_ World Health Organization. This booklet, 


which is a reprint of a series of articles ap- 
pearing in the WHO Chronicle between 
March and July, 1962, surveys those aspects 
of mental health work with which WHO 
has been particularly concerned: the de- 


velopment of psychiatric services; the men- 
tal health tasks of the public health serv- 


ices; problems of prevention and treatment; 
education, training, and research; and pro- 
gram development. There is also a bibli- 
ography of WHO reports and studies on 
mental health. 


NEW TAX RULING FOR 
PARENTS OF RETARDED 


Federal tax relief for parents of children 
in state hospitals for the mentally retarded 
will be afforded this year for the first time 
in a new ruling by the U. S. Bureau of In- 
ternal Revenue. In a ruling which specifi- 


cally involved a patient at Porterville, 
Calif., State Hospital, precedent was set for 


parents to claim $600 exemption for a hos- 
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pitalized child as a dependent, providing 
the parents furnish more than half the 
child's support. In resolving this question 
the Bureau concluded that state hospitals 
qualify as educational institutions because 
they maintain a regular education faculty 
and curriculum, 


A NOTE ON THE EFFECTIVENESS 
OF SELF-ADDRESSED, STAMPED 
ENVELOPES 


Mental health societies depend on volun- 
tary contributions for the continuation of 
their efforts. One technique for obtaining 
funds is a general mail appeal. Part of the 
money received, however, is consumed by 
the expense of the prepaid busines reply 
envelopes. 

In view of these costs, the Staten Island, 
N. Y., Mental Health Society, which con- 
ducts several campaigns annually, decided 
to investigate whether the use of an un- 
stamped return envelope would reduce the 
rate of return. 

In order to test this possibility, 670 un- 
stamped envelopes were randomly substi- 
tuted for postage-free return envelopes in 
a mailing of 13,350 Thanksgiving appeals 
asking for a $1.00 donation. This mailing 
was to a list of individuals who had made 
any contribution to the Society within the 
last 10 years. These substitute return en- 
velopes carried the Society's address. 

The rate of return of the postage-free 
envelopes was 7.9 per cent, while the rate 
of return of the unstamped envelopes was 
7.85 per cent. It is clear from these per- 
centages that any difference in rate of re- 
turn is accidental. 

The results of this study are not neces- 
sarily applicable to other types of mailings 
because of the special nature of the mailing 
list and the type of appeal used. However, 
the study indicates that for some mailings 
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a less costly technique is effective-—Wallace 
Mandell, Ph.D. and Allan Cooper, Ph.D., 
Louis N. Wakoff Research Center, Staten 
Island, N. Y., Mental Health Society, Inc. 


ARTICLES SCHEDULED FOR 
PUBLICATION IN FUTURE ISSUES 
OF MENTAL HYGIENE 


“The Outcome of Schizophrenia in Relation to a 
Developing Community Psychiatric Service” by 
Bertram Mandelbrote and Steven Folkard. 

“High-Level Wellness: A Pertinent Concept of the 
Health Professions” by Margaret A. Kaufmann 

A Series of Studies Describing the Frequency of 
Mental Disease Among Ethnic and National 
Groups in the United States by Benjamin Malz- 
berg. 

“Dynamic Forces in the Public Mental Hospital” by 
Addison M. Duval. 

“Attitudes of Chronic Mental Patients to a Program 
of Rehabilitation” by Joan L. Burke and Hugh 
G. Lafave. 

“A Psychoanalytic Group Approach in the Contexts 
of Therapy and Education” by Norman E. Zin- 
berg and David Shapiro. 

“Variations in the Image of a Mental Hospital and 
Situational Bias” by Georges Sabagh, J. F. Ding- 
man and C. D. Windle. 

“Dynamic Doctor Groups As A Training Method 
for Group Psychotherapy” by Curt Boenheim. 
“Some Research Findings with Jewish Subjects of 

Traditional Background” by Boris M. Levinson. 

“A Pilot Project in California: Mental Health 
Summer Work-Study Program” by Irving B. 
Tebor and Gary M. Sirbu. 

“Emotional Interactions at a Family Court” by 
Grace Renee Ferguson. 

“Reading Preferences as Related to Diagnoses of 
Psychiatric Patients” by Harold Gilberstadt, Mar- 
garet O'Toole and Margery Tingstad. 

“Characteristics of Child Guidance Clinic Referrals 
Maintaining A Desire for Appointment After a 
Waiting Period” by Gwen Andrew. 

“A Synoptic History of Pseudo-Mental Retardation” 
by William C. Daly. 

“The Effects of Fatherlessness on the Preadolescent 
Female” by R. V. Heckel. 

“The Meaning of Work and Its Implications for the 
Ex-Mental Hospital Patient” by Simon Olshansky 
and Hilma Unterberger. 
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“The Role of Group Psychotherapy for Mothers ia 
a Rehabilitative Approach to Juvenile Intractabie 
Asthma” by Theodore H. Wohl. 

“Training Social Work Students for an Expanding 
Mental Health Clinic Program” by Harold D. 
Werner. 

“Vocational and Social Adjustments of Rehabill- 
tants with Mental Disabilities” by F. LeGrande 
Magleby, William M. McPhee and Milton G. 
Thackeray. 

“Interpersonal Relations and Mental Health in the 
Classroom” by David C. Epperson, Margaret B 
Luszki and Richard A. Schmuck. 

“Psychiatric Rehabilitation in Israel, 1961" by Saul 
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